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NEW 


Geiger’s “Health Officers’ Manual” 


This new book will be found of great value to every Health Officer, School Physician, 
and others having to do with community health. 


It deals with both the administrative and technical problems of the field. 


Dr. Geiger gives the essential facts pertaining to health department organization, per- 
sonnel training, methods of educating the public, gathering and organizing statistics. 
He tells the functions, responsibilities and problems of the health department as related 
to communicable diseases, child hygiene, public health nursing, nutrition, dental hy- 
giene, inspection of food, housing, industrial hygiene, and the aims and duties of labo- 
ratories. 


Throughout the book there are many charts and diagrams that aid considerably in 
driving home forcibly data and methods of special importance. 


By J. C. Geiger, M.D., Dr.P.H., Sc.D., LL.D., Director, Department of Public Health, City and 
County of San Pranciecn, California. 


148 pages, illustrated. Cloth, $1.50 
Send orders to 


J. A. MAJORS COMPANY Dallas 
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CHAPTER HEADINGS 


PART I—Steps in the Development of 
Our Present Understanding of Clin- 
ical Allergy. 


PART II—The General Characteristics 
of Clinical Allergy. 


PART III—The Physiology of Allergy. 
PART IV—Allergic Diagnosis. 


PART V—The Diagnosis and Treatment 
of Food Allergy. 


PART VI—Food Allergies. 


PART VII—Pollens and Pollinosis and 
Other Inhalant Allergy. 


PART VIII—Bacteria. 
PART IX—Fungi. 


PART X—Entogenous and Percutane- 
ous or Diadermal Allergy. 


PART XI—Anaphylactic Shock. 
PART XII—Drugs. 

PART XIII—Contact Allergy. 
PART XIV—Physical Allergy. 
PART XV—Pharmacology. 

PART XVI—The Allergic Diseases. 


THE C. V. MOSBY Co. 
3525 Pine Blvd., St. Louis, Mo. 


“PRACTICE of ALLERGY” 


by WARREN T. VAUGHAN, M.D., Director of the Vaughan- 
Graham Clinic, Richmond, Va. 


1200 pages, 332 illustrations. In Preparation! 


In 1930 when the author’s first book on allergy 
was written, clinical allergy was very much in its 
infancy. The literature of the subject, while rea- 
sonably abundant, was meager as compared with 
that which has accumulated since, and it was im- 
possible to formulate a monograph which would 
be equally of value to the physician and to patient. 
This was still true, although in lessening degree in 
1934, when the second edition of “Allergy and Ap- 
plied Immunology” appeared. The present volume 
gives a very comprehensive coverage of the entire 
subject. A study of the accompanying table of 
contents will give you some conception of the 
scope of this present work. 


Other Important MOSBY Books 


“CARDIOVASCULAR DISEASES”—By David 
Scherf and Linn J. Boyd. 443 pages, illustrated. 
In preparation. 

“SURGICAL TREATMENT OF HAND AND 
FOREARM INFECTIONS”—By A. C. J. Brickel. 
300 pages, 166 illustrations, 35 plates, including 
10 in colors. Price, $7.50. 

“OPERATIVE ORTHOPEDICS”’—By Willis C. 
Campbell. 950 pages, 845 illustrations. Price, 
about $10.00. 

“POSITIONING IN RADIOGRAPHY”—By K. 
C. Clark. 482 pages, 1190 illustrations. Price, 
$28.00. 

“DISEASES OF THE SKIN”—By R. L. Sutton 
and R. L. Sutton, Jr. New 10th Edition. 1700 
pages, 1500 illustrations, 20 color plates. Price, 
about $13.50. 


SMJ—6-39 


Gentlemen: Send me the following books, charging my account. 
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CRITERIA —Standards of Judging 


Criteria for judging medicinal products 
should include the identifying mark of the manu- 
facturer. Pharmaceuticals and biologicals bearing 
the Red Lilly invite confidence when judged by 
criteria of potency, uniformity, stability, and purity. 


For Parenteral Treatment 


of Pernicious Anemia 


AMPOULES SOLUTION LIVER ExTRAcT PuriFIED— contain 
15 U.S.P. units per cc. Supplied in packages of three 
1-cc. rubber-stoppered ampoules and in packages of one 
10-cc. ampoule. 

AMPOULES SOLUTION LIVER EXTRACT CONCENTRATED, 
Litty—contain 2 U.S.P. units per cc. Supplied in 10-cc. 
rubber-stoppered ampoules and in packages of four 
3.5-cc. rubber-stoppered ampoules. 


AMPOULES SOLUTION LiIvER ExtTRAcT, LiLLy—contain 
1 U.S.P. unit per cc. Supplied in 10-cc. rubber-stoppered 
ampoules. 


Litty anp Company 


INDIANAPOETS, INDIANA, U.S.A. ] 
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Schaufiier, Kanzler and 
Schauffler, in evaluating various methods 
of treating gonorrheal vaginitis in chil- 
° dren, state: ‘‘We must therefore conclude 
with the majority of observers that at the 
present time treatment of this condition 
by vaginal application of estrogen is the 
least potentially harmful and the most 
effective and convenient of all available 
methods. . . . Amniotin by vaginal appli- 
cation is the most satisfactory method of 
management we have used to date.” 

TeLinde,? reporting 175 cases wherein 
Amniotin is used in treating gonorrheal 
vaginitis, reports: ““We have yet to en- 
counter a patient who failed to get well 
by this method of treatment and we con- 
sider it a very satisfactory way of dealing 
with the disease.” 

Lewis,? who has used Amniotin exten- 
sively, says: “We consider the use of 
vaginal estrogenic suppositories the most 
effective method known for the treat- 
meat of gonorrheal vaginitis in children.” 

Benson* found that the average period 
necessary for treatment was 53 days, as 
against 185 days when estrogenic sub- 
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stance was not used. Some cases required 
only 3 weeks’ treatment. 
* * * 
AMNIOTIN is convenient to use. One 
Amniotin pessary or capsule is inserted 
in the child’s vagina at bedtime. This 
may be done by the mother or nurse as 
directed by the physician. 

Amniotin is economical. The average 
cost for a course of treatment is from 4 
to 10 dollars and hospitalization is un- 
necessary. 

Amniotin Capsules (1000 or 2000 In- 
ternational units); Amniotin pessaries, 
children’s size (1000 Internationa! units), 
are the preferred dosage forms for treat- 
ing gonorrheal vaginitis. Amniotin Cap- 
sules are supplied in boxes of 20 and 100. 
The pessaries in boxes of 12. 


1 Schauffler, G. C., Kanzler, R., and Schauf- 
fler, C.: J. d. M. A. 112:411 (Feb. 4) 1939. 

* TeLinde, Richard W.: J. A. M. A. 110: 
1633 (May 14) 1938. 

3 Lewis, R. M., and Adler, E. L.: J.A.M.A. 
109:1873 (December 4) 1937. 

* Benson, R. A.: “Vaginitis” in Handbook 
on Social Hygiene, edited by W. B. Long and 
5. Lea & Febiger, Phila., 1938, 
p. 244-5. 


For literature address Professional Service Department 
E. R. Squibb & Sons, 745 Fifth Avenue, New York, N. Y. 
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“The Most Effective 
Method Know® for the Treatment of .-- 
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THE EMULSION... 


Petrolagar 
FOR CONSTIPATION 


Does not coat intestinal 
mucosa. Petrolagar is 
an aqueous suspension 
of mineral oil — vil in 
water emulsion. 


z Petrolagar is more palat- 7. Augments intestinal con- 
able. Easier to take by tents by supplying an un- 
patients with rsion to absorbable fluid. 
plain oil— may be thinned 
by dilution. 8, More even distribution 

and dissemination of oil 
2.. Miscible in aqueous solu- with gastro-intestinal con- 
tions. Mixes with gastro- tents. 
intestinal contents to form 
a homogeneous mass. 9 Assures a more normal 


fecal consistency. 
10. Less likely to leak. 
4, No accumulation of oil in 1], Provides comfortable 


folds of mucosa. bowel action. 
Will not coat the feces 
5. with oily fil 12. Makes possible five types 
of Petrolagar to selectfrom 
6. Does not interfere with to meet the special needs 
secretion or absorption. of Bowel Management. 


Petrolagar — Liquid petrolatum 65 cc. emulsified 
with 0.4 Gm. agar in a menstruum to make 100 cc. 


Petrolagar 


Petrolagar Laboratories, Inc. «8134 McCormick Blvd. + Chicago, Hb 
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YEAST 
“CELL SALTS 


_IN ONE FORMULA 


_ for the treatment of deficiency diseases 


THIAMIN CHLORIDE (B;) — RIBOFLAVIN 

NICOTINIC ACID — VITAMINS Bs and By, 

with yeast cell salts—all offered in the natural form, in 
BREWERS’ YEAST-HARRIS (Powder or Blocks), or 
YEAST VITAMINE-HARRIS TABLETS (a concentrate) 


GREAT NATURE offers her vita- 
mins in the complex, naturally combined 
form, and never singly as isolated crys- 
talline products. Brewers’ yeast is the 
richest known source of these water- 
soluble vitamins. 


The patient balks at too much medi- 
cine! Often the physician desires the 
patient to have various water-soluble 
vitamins, but he would not prescribe five 
separate bottles of pills, tablets, or 
capsules. Solve the complex problem 
with brewers’ yeast, or its concentrate. 


The Crystalline Vitamins Cannot Substitute 
for the Complex Forms 


Brewers’ yeast or liver are used in the 
treatment of anemia—concentrates from 
these sources are also effective. Both 
contain Vitamin By (Riboflavin), and 
this has been associated with the benefi- 
cial effects. But, vitamin units are not 
the proper measure of clinical effects. 


Scientists have warned that liver ex- 
tracts must not be over-concentrated, lest 
we eliminate unknown therapeutic 
groups—the Sherman units of Vitamin 
Bo are not the measure of liver efficiency. 


So It Is With Yeast Extract. While 
brewers’ yeast is rich in Vitamins B; and 
Bo, yet these two vitamins in the isolated, 
crystalline form will not cure black tongue 
in dogs, nor pellagra in man. The whole 
yeast or its complex concentrate will cure 
both of these. There are other therapeutic 
groups in yeast extracts besides these. 


Crystalline nicotinic acid (now called 
a vitamin) will successfully treat the 
dermatitic symptoms of pellagra. 


In the J. A.M.A., Feb. 4, 1939, Vilter, Vilter & Spies show that B, Be 
(Riboflavin) , and nicotinic acid are all required in the broad-gauged treat- 
ment of the many-sided pellagra. Brewers’ Yeast (Harris) contains all these. 


These Five Vitamins With Yeast Cell Salts 


are offered as 


YEAST VITAMINE-HARRIS TABLETS 
Used successfully in a variety of cases, since 1919 


THE HARRIS LABORATORIES 


TUCKAHOE | 


EW YORK . | 


— 
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C of Malaria 


ee GREAT REVIVAL of chemotherapy during recent years really started 
with the discovery of new synthetic agents which exert a specific action 
against malarial parasites. Outstanding among these antimalarial specifics is 
Atabrine, which has been successfully used throughout the southern United 
States for over six years. During this time extensive experience has conclusively 
shown that Atabrine is a potent and well tolerated antimalarial agent. 


Atabrine is rapidly absorbed after oral administration, the route employed in 
the vast majority of cases. That its effect is speedily manifested is shown by the 
disappearance of the schizonts from the blood stream within from two to three 
days. After two or three days more the gametocytes of tertian and quartan types 
of malaria also vanish. Concomitant with this prompt destruction of parasites 
the temperature quickly falls to normal, usually within forty-eight hours, and 
other evidences of clinical improvement become apparent. Furthermore, these 
effects are generally obtained with a total dosage of only 22% grains (14 grains 
three times daily for five days). Permanent recovery from the infection has been 
observed in a great many cases. 


HOW SUPPLIED: Tablets of 0.1 Gm. (112 grains), tubes of 15 and bottles of 25, 100 and 500; tablets 
of 0.05 Gm. (% grain), bottles of 50 and 500; sugar coated tablets of 0.1 Gm. (112 grains), bottles of 
25, 100 and 500. 


For cerebral and pernicious types of malaria where oral medication is not feasible, ampules containing 
0.2 Gm. of sterile powder and 10 cc. sterile distilled water (for intramuscular or intravenous injection), 
in boxes of 5 ampules each. Caution should be exercised in the parenteral administration of Atabrine, 
and intravenous injections should always be made very slowly. 


Write for illustrated booklet giving details regarding malaria and the use of Atabrine, 
including discussion of side effects. 


ATABRINE 

Specific Against Malaria 
WINTHROP CHEMICAL COMPANY, INC. 


Pharmaceuticals of merit for the physician 


NEW YORK, N. Y. WINDSOR, ONT. 
Factories: Rensselaer, N. Y. — Windsor, Ont. 


666M. 
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Light area represents a day's energy output bya 
test subject during the training period before 
gelatine feedings were started. Dark area rep- 
resents a day's energy output by the same sub- 
ject after gelatine feedings. In both cases the 
subject worked to the point of exhaustion. 
FEEDINGS 


Muscular Energy Doubled 


By PLAIN KNOX GELATINE (U.S.P.) 


Recent physiological research has confirmed the importance of the 
phosphocreatine phase in muscle contraction in a group of male sub- 
jects, and has shown that energy output can be increased by more 
than 100% through “concentrated” feedings of plain Knox Gelatine 
(U.S.P.). 
“Proceedings of the Society for Experimental Biology and Medicine’, 40:157, 1939. 
Knox Gelatine is high in certain amino acids, which are precursors 
of muscular creatine. Thus, by increasing the phosphocreatine con- 
tent of the muscle, Knox Gelatine increases its chemical store of po- 
tential energy. 


The gelatine used in this study was plain Knox Gelatine (U.S.P.) 
which assays 85% protein and which should not be confused either 
with inferior grades of gelatine or with sugar-laden dessert powders, 
for these latter products will not achieve the desired effects. When 
you desire pure U.S.P. Gelatine, be sure to specify KNOX. Your hos- 
pital can get it on order. 


EXTRA ENERGY FORMULA 


Empty one envelope of Knox Gelatine in a glass three-quarters filled with 
cold water or fruit juice (or half water and half fruit juice). Let the liquid 
absorb the gelatine. Then stir briskly and drink immediately before it 
thickens. Take four times a day for two weeks, then reduce to two envel- 
opes a day. (May be taken before or after meals). 


KNOX GELATINE LABORATORIES | 


JOHNSTOWN NEW YORK 


Write Dept. 408 


Please send literature on 
the use of Knox Gelatine Street. 
to increase energy. 


City. State. 
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WHEN TRAVELLING WITH BABY 


The mother has only to measure out and place in dry, sterile 
feeding bottles, the prescribed number of measurefuls of Similac 
powder for each individual feeding. The bottles containing the 
measured Similac powder are then capped, and can be con- 
veniently carried, along with a thermos bottle of boiled water 
cooled to about blood heat. At feeding time it is necessary only 
to pour into one of the bottles containing the measured Similac 
powder, the prescribed amount of water, then shake until the 
Similac is dissolved, place a nipple on the bottle, and feed. 


SIMILAC 


M&R DIETETIC LABORATORIES, INCORPORATED, COLUMBUS, OHIO 


MADE FROM fresh skim milk (casein modified) with 
added lactose. milk fat and vegetable and cod-liver oils. 


AMERICAN 

MEDICAL 
ASSé 


: 
ouventent 
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NEO-HOMBREOL DOSULES 


A New and Effective Method for Percutaneous 
Application of Male Sex Hormone (Neo-Hombreol) 


We are very proud to announce this latest Roche-Organon contribution to effective 
percutaneous use of testosterone propionate. Dosules are sealed gelatin capsules, 
manufactured exclusively by us, containing an accurately measured quantity of 
Neo-Hombreol (testosterone propionate ‘Roche-Organon’) in a rapidly absorbable 
ointment base. Thus, for the first time is it possible in a practical way to administer 
this potent substance by inunction, free from the obvious danger of overdosage 
inherent in the use of bulk ointments packaged without measurement control of 
the individual dose. Each Neo-Hombreol 
Dosule contains 2 grams of ointment re- 
presenting 4 milligrams of chemically 

‘ In the male. male climacteric * prostatic 
pure synthetic testosterone propionate. hypertrophy Impotence hypogonodin 
Packages of 25. * cryptorchidism 


INDICATIONS 


In the female: premenstrual mastopathia 
¢ female climacteric » dysmenorrhea ¢ 
menorrhagia e Graves’ disease 


ROCHE-ORGANON, INC. NUTLEY? N. J. 
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BRING Comfort 
Patient 


KAOMAGMA restores bowel confidence 
and brings comfort to the diarrhea patient 
by consolidating the stool. 

KAOMAGMA is finely divided medicinal kaolin dispersed in a 


colloidal gel of Aluminum Hydroxide. Kaolin so peptized with 


alumina gel has the advantage of maximum adsorbent power. 


KAOMAGMA promptly checks diarrheas— 
consolidates fluid stools—eliminates prod- 
ucts of putrefaction—prevents dehydration 
and restores tone to the bowel. 

Three Types—KAOMAGMA-PLAIN 


KAOMAGMA WITH MINERAL OIL 
KAOMAGMA-RECTAL (For rectal adminis- 


tration as a retention enema in colitis). 


ALL PHARMACIES SUPPLY IN 12-OUNCE BOTTLES 


JOHN WYETH & BROTHER, Incorporated 


WALKERVILLE, ONT. PHILADELPHIA, PA. LONDON, ENG. 
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corrects hyperacidity 
without disturbing © 
physiology 


Ordinary Mixture— 
Photomicrograph of an 
ordinary mechanical mixture 
of bismuth, magnesium and 
calcium. Note the lack of 
diffusion of the fine particles 
in this mixture. 
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Cy 
MULFORD-___ag 


LOCARE-CREAM MULPORD? 


Cremo-Carbonates— 


Photomicrograph of Cremo- 
Carbonates. Note extremely fine 
subdivision of the particles which 
gives Cremo-Carbonates more 
rapid acid-neutralizing power. 


ME 


HE use of Cremo-Carbonates as 
a soothing antacid is not accom- 
ac by any change of the acid-base 
lance of the body fluids. It is bland 
and protective, readily neutralizing gas- 
tric acidity. No ill effects have been ob- 
served even in large dosage. There is no 
interference with normal intestinal elimi- 
nation. 


Cremo-Carbonates is an effective 
combination of magnesium, calcium and 
bismuth for the treatment of gastric dis- 
turbances due to hyperacidity. Its effec- 
tiveness is due largely to the value which 


antacid and corrective because of 


their extremely fine subdivision, with 
consequent increased surface area and 
with high and more rapid acid-neutral- 
izing power. 

During the summer months, the 
physician will find Cremo-Carbonates 
especially suitable for administration to 
children with digestive disturbances due 
to hyperacidity. It is pleasant to the 
taste, being free from any earthy flavor. 

Cremo-Carbonates is supplied in 12- 
ounce bottles. Each fluid ounce contains 
20 grains Magnesium Carbonate, 20 
grains Bismuth Subcarbonate, Io grains 


of Chloroform. 


the three ingredients offer as an a) ia Calcium Carbonate and 1 minim 


“For the Conservation of Life” 


SHARP & DOHME 


PHILADELPHIA 


11 


4 
ng 
s PER CENT 
| 


12 


Diarrhea 
in 
Infancy 


Mellin’s Food . 
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Take It In Time 


Just a day or two of light nourishment pre- 
pared from Mellin’s Food as suggested below 
will usually avert an intestinal disturbance 
that might develop into a serious diarrhea 
if not taken in hand at the first appearance 
of loose stools. 


. 4 level tablespoonfuls 


Water (roiled, then cooled) « 16 ounces 


Samples sent 
to physicians 
upon request. 


Give one to three ounces every hour or two 
until the stools lessen in number and improve 
in character. 


The mixture may then be strengthened by 
the gradual substitution of boiled skimmed 
milk for water until the quantity of 
skimmed milk is equal to the normal quan- 
tity of milk used in the baby’s formula. 
Finally the fat of the milk may be gradually 
replaced by skimming less and less cream 
from the milk. 


Directions for using Mellin's Food 
are left entirely to the physician. 


Mellin’s Food Company, Boston, Mass. 


*MELLIN’S FOOD: Produced & an infusion of heat Flour, Wheat Bran and Malted Barley admixed 
with. Potassium Bicarbonate — of A , Dextrins, Proteins and Mineral Salts. 


June 1939 
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IN TORTICOLLIS 
ant similar 


Wh h i ired 
«generous cut of Red Crowe Cotton, 


soft, clean, conforming. Sterilized after pack- 
aging. Red Cross Cotton is supplied in con- 
venient-size packages up to 1 lb.; also in a 
, special compact 4-oz. Professional Package. 


ORDER FROM YOUR DEALER 


COPYRIGHT 1939, JOHNSON & JOHNSON 
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PLASTULES 


FOR IRON DEFICIENCIES 


Easy to take Because... 


I | Easy to Swallow—Hematinic Plastules 
are small gelatin capsules. 


2 Rapid Hemoglobin Increase—Well tol- 
erated—less likelihood of gastric upset. 


One After Each Meal is Sufficient— 
The suggested daily dose is three Hema- 
tinic Plastules Plain. 


Tasteless, Odorless — The medication 
is hermetically sealed. This assures 
uniform potency of ferrous iron and 
consistently good results. 


THE BOVININE COMPANY 
8134 McCormick Boulevard 
CHICAGO + © © ILLINOIUS 


FLASTULES 
| 
| 
que 
tematic 
Hematinic Plastules 
Liver Concentr D. 
Dose 
ied in pottles 
: Each type Plastules 
containing 50°F 
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IN HYPERTENSION 


The special value of Erythrol Tetranitrate 


Merck in the treatment of arterial hyper- = RYTHR OL 


tension and angina pectoris lies in the dura- 
tion of its action. TETRANITRATE 

Vasodilatation usually begins within about 
fifteen minutes after-administration and per- 
sists for 3 to 4 hours. 

As a result of this prolonged activity, it is 
possible, by careful adjustment of dosage in 
the individual case, to obtain sustained vaso- 
dilatation. 


Literature on Request 


MERCK & CO. Inc. Manufacturing Chemists RAHWAY, N. J. 


FOR SUSTAINED ACTION 


15 
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2 
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(Erythrityl Tetranitrate) 
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Vasodilatation 
ypertension 
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Heart Takes 


3 


The edema associated with cardiovascular disease places 
a double burden on the already embarrassed heart. Its 
appearance in the most important portions of the body 
and impairment of respiration further weakens cardiac 
function. 


TCS 


Theobromine Salicylate Free Fluid Flow 
Calcium Salicylate 
Phenobarbital Better Heart Action 


a synergistic combination 

T C S effects comparatively rapid and copious increase 
in urine output by effective vasodilation, and thru stimu- 
lation of renal epithelium. By dilating coronary arteries, 
it improves blood flow to heart muscles, to promote more 
efficient myocardial nutrition and activity. Phenobarbital 
acts as a general sedative and helps reduce the blood 
pressure where hypertension is an involvement. 

The calcium of T C S temporizes the solubility for mini- 
mal gastric irritation and speedier utilization. Thus, TC S 
may be given over an extended period with relative safety. 
Take a Load Off The Heart when edema is present— 
with T C S Tablets. Also indicated to remove excess 
fluid in edema of chest and abdominal cavity; pain of 
angina pectoris; myocarditis; dropsy; hypertension; ar- 
teriosclerosis with edema. Bottles of 50 and 250 tablets. 

Samples gladly furnished to requesting physicians 


wittiam ep. 7 ine. 
RICHMOPD. VIRGINIA 
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Summer vacation plans should include 
consideration of preliminary prophylaxis 
against the misery and inconvenience of 


IVY POISONING 


WO SMALL INJECTIONS (I cc. each) of 

**Poison Ivy Extract Lederle’ adminis- 
tered within a two-week interval have 
shown, in controlled clinical studies and 
experiences, that ivy dermatitis can be pre- 
vented in a large proportion of susceptible 
persons. 

It must be emphasized, however, that 
the protection afforded by” these prophy- 
lactic injections is effective only against 
ordinary, casual contacts, and is not effec- 
tive against vigorous handling of the plant. 
The protection should suffice to immunize 
the individual for the entire season. 

In the éreatment of ivy poisoning, one or 
two injections of “Poison Ivy Extract 
Lederle” often give marked relief within a 
short time. 


PACKAGES: 


2 syringes (1 cc. each) 
I syringe (1 cc.) 


Onver 


Lederle’s exhibit on “Allergy” at the New York 
World's Fair (Medicine and Public Health 
Building) presents in silent pictured narrative 
an ingenious popular review of the subject. 
Lia INC. 


30 ROCKEFELLER PLAZA NEW YORK CITY 


LERG 


Hay fever, Asthma, Baby's Eczema, etc. 


| 
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Cloth "Home-Brewed “Remedies” 


Homespun cloth still has its quality appeal but home- 
brewed remedies are done with. Advanced methods in 
the art of pharmacy have replaced the rule-of-thumb of 
the kitchen chemist. 


An impressive example of modern exacting compounding 
is Loraga, in which so fine an emulsification of mineral 
oil and agar is attained that thorough mixing with the 
intestinal contents is assured and leakage obviated. A 
pleasing taste is achieved without artificial flavoring. 
Absence of sugar, alcohol and alkali in Loraga makes 
it suitable for all age periods. 

Loraga contains no added laxative ingredients. A fine 
mineral oil emulsion, indeed, in the treatment of the cos- 
tiveness of children and adults when no active peristaltic 
stimulation is indicated. You can obtain a trial supply of 
Loraga by writing for it on your letterhead. 


A PLAIN MINERAL OIL EMULSION AT ITS BEST 
A WILLIAM R. WARNER PRODUCT 


SUPPLIED IN 16-OUNCE BOTTLES 


WILLIAM R. WARNER & CO., INC., 113 West 18th Street, New York City 
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CALCIUM, PHOSP | 


WEIGHT LOSS following 
TONSILLECTOMY? 


After tonsillectomies there is gen- 
erally a weight loss. Sometimes this 
loss may be extreme enough to 
cause complications. The physi- 
cian, anxious to prevent weight 
decrease, now has an excellent 


feeding regime at his command. 

Stovin* reports excellent results 
with a group of tonsillectomy pa- 
tients. COCOMALT was given in cold 
milk four hours after the operation 
and continued regularly thereafter. 


*“Nutrition Studies Following Tonsillectomies”— 
Stovin, J. S., Medical Record— 149 :63, 1939. 


RESULTS: 36% gained weight, while 22% retained their 
original weight. COCOMALT was gentle to the recently 
traumatized tissues and minimized post-operative irrita- 


bility. Decrease in post-operative complaints at the end of 
the week was marked. 


COCOMALT makes a delicious, 
economical malted food drink, 
rich in calcium, phosphorus, 
iron, and Vitamins A and D. Its 
delightful palatibility encourages 
children to drink milk readily. 


COCOMALT 


THE MALTED FOOD DIETONIC 


R. B. DAVIS COMPANY 
Dept.R-6 ¢ Hoboken, New Jersey 


Please send literature about COCOMALT. 


R. B. DAVIS ss 
COMPANY 


Hoboken 


New Jersey 


q 
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MAIN BUILDING 


FENWICK SANITARIUM 


COVINGTON, LOUISIANA 


Successfully Operating for Over Forty-Eight Years 
For the Treatment of 


Nervous and Mild Mental Diseases 
Drug and Liquor Addictions 


1. An ethical Institution for the care of Mitd Mental and Nervous Disorders including 
Liquor and Drug Addictions. Forty-eight years of continuous service. 

2. Registered by the American Medical Association—a member of the American Hos- 
pital Association, National Association of Private Psychiatric Hospitals and Louisi- 
ana State Hospital Association. 

3. Specially trained staff whose work is devoted entirely to Sanitarium patients. Each 
patient is an individual case. 

4. A clinical laboratory in complete charge of two of the best Pathologists in New 
Orleans. 

5. New buildings, brick, concrete and steel ; individual rooms, steam heat, electric fans. 
Homelike surroundings. Attractive grounds. 

6. Located in the beautiful, quiet and healthful town of Covington, Louisiana—a little 
over one hour and a half from New Orleans and Baton Rouge, Louisiana, by auto. 


7. We invite your correspondence. DR. F. F. YOUNG, Physician-in-Chief. 
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THE TUCKER 
SANATORIUM, INC. 


212 West Franklin St. (Corner of Madison) 


RICHMOND, VIRGINIA 


This is the private Sanatorium for the 
Neurological Practice of Drs. Beverley R. 
Tucker, Howard R. Masters and James Asa 
Shield. 


The Tucker Sanatorium is for the treat- 
ment of nervous and endocrine diseases. 
There are departments of massage, medicinal 
exercises, hydrotherapy and physiotherapy. 
The Sanatorium is large and bright, sur- 
rounded by a lawn and shady walks, large 
verandas and has a roof garden. It is situ- 
ated in the best part of Richmond and is 
thoroughly and modernly equipped. The 
nurses are specially trained in the care of 
nervous cases. 


Grace Lutheran Sanatorium 


For Tuberculosis 


cA Beauty Spot on Prospect Hill 


701 South Zarzamora Street 
SAN ANTONIO, TEXAS 
JAMES L. ANDERSON, M.D., Medical Director 


Admits patients irrespective of denomi- 
nation or creed. 

Ideal all year climate——Excellent med- 
ical and nursing care.—Radiographic, Flu- 
oroscopic and Pneumothorax service. 

New, distinctive, Individual Bungalows, 
highly modern, and Private Rooms with 
baths and sleeping porches, all equipped 
with radio.—Beautiful grounds. 


Moderate rates. 


For booklet and information address: 


PAUL F. HEIN, D.D. 
Pastor and Superintendent 


St. Elizabeth’s Hospital 


RICHMOND, VIRGINIA 


Staff 
J. Shelton M.D., Surgery and ecology 
John ey, Jr., MD., Plastic and General 


Sur; 
Guy w. M.D., General Surgery and Proc- 
tology 
Douglas G. Chapman, M.D., Internal Medicine 
Wm. H. Higgins, M.D., Consultant in Internal 


Austin I. Dodson, M.D., Urology 

Fred M. Hodges, M.D., Roentgenology 
L. O. Snead, M.D., Roentgenology 

R. A. Berger, MD., Roentgenology 

Howell F. Shannon, D.M.D., Dental Surgery 
Helen Lorraine, Medical Illustration 


Assistant Attending Staff 
Harry J. re Jr., M.D., Surgery 
W. K. Dix, Internal Medicine 
Baker, Internal Medicine 
P. Gordon, M.D., Urology 
M. Nelson, M.D., Urology 


Administration 
N. E. Pate 


i Manager 
@ The operating rooms and all = the front bed- 
rooms are now air. 


SCHOOL FOR NU RSES vd 


The Training School is affiliated with Johns 
Hopkins Hospital in Baltimore for a three months’ 
course each in Pediatrics and Obstetrics. 


Address: 
DIRECTOR OF NURSING EDUCATION 


Ten Months’ Course 
X-Ray and Laboratory 
Technique 


We have increased the duration of 
our course from nine to ten months. 
With six months’ practical hospital 
work, this makes a course of sixteen 


months. 


We now have sufficient time to teach all 
- the new and accepted laboratory meth- 


Clinical Pathology, Bacteriology, Blood 
and Urine Chemistry, Hematology, His- 
tological Technique, Serology, Roentgen- 
ology, Basal Metabolism, Parasitology and 
Exotic Pathology. 


Write for new Catalog 
Gradwohl School of Laboratory 


and X-Ray Technique 
3514 Lucas Avenue, St. Louis, Missouri 
R. B. H. Gradwohl, M.D., Director 


= 
— 
| 
= 


22 SOUTHERN MEDICAL JOURNAL June 1939 
Senility A Modern Ethical Sanatorium at Louisville and 

Drug Addiction Founded 1904 Nervous Diseases 


4 Our ALCOHOLIC treatment destroys the craving, re- 
stores the appetite and sleep, and rebuilds the physical 
and nervous condition of the patients. Whiskey with- 
drawn gradually; no limit on the amount necessary to 
prevent or relieve delirium. 

a patients have every comfort that their home 
affords. 


Select Cases of SENILITY accepted. 


Rates and folder on 
request 


BEAUTIFUL AND SPACIOUS GROUNDS AFFORD OUTDOOR RELAXATION 


Physiotherapy—Clinical Laboratory—X-Ray 


THE STOKES HOSPITAL 


E. W. STOKES, M.D., Medical Director, 923 Cherokee Road, Louisville, Ky. 


The DRUG treatment is one of gradual reduction; it 
relieves the constipation, restores the appetite and sleep; 
withdrawal pains are absent. No Hyoscine or rapid 
withdrawal methods used unless patient desires same. 

NERVOUS patients are accepted by us for observa- 
tion and diagnosis, as well as treatment. 


Consulting Physicians 


Telephones 
Highland 2101-2102 


Hoye’s Sanitarium 


“In the Mountains of Meridian” 
MERIDIAN, MISS. 


Di is and Treatment of Nervous and 
Mental Diseases, Alcoholic and Drug Ad- 
dictions. Especially equipped for the 
Treatment of Mental Disorders. Con- 
valescents, Elderly People and those re- 
quiring METRAZOL THERAPY given 
special monthly rates. Personal super- 
vision of pati Cc lting physicians. 


Dr. M. J. L. Hoye, Supt. 
Formerly sixteen years Superintendent of 
East Mississippi State Hospital 


Saint Albans Sanatorium 
RADFORD, VA. 


A modern, ethical institution, fully equipped 
for the diagnosis, care and treatment of ner- 
vous and mental diseases and selected addiction 
cases. 2,000 feet elevation. Rates reasonable. 
Occupational and Hydrotherapy Departments. 


J. C. KING, M.D. JAMES KING, M.D. 
FRANK A. STRICKLER, M.D. 


Lynnhurst Sanitarium 
MEMPHIS, TENN. 


For the Care and Treatment of 


Alcoholism, Nervous and 
Senile Patients 


Situated in the suburbs of Memphis in 
a natural park of 28 acres of beautiful 
woodland and ornamental shrubbery. 
The elegance and comfort of a well 
appointed home. 


Our treatment overcomes the desire 
for Alcoholic liquors—and with the co- 
operation of patient, there are no fail- 
ures. Day and night service by trained 
nurses. 


S. T. RUCKER, M.D., In Charge 
Memphis, Tenn. 


: 
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DR. MOODY’S SANITARIUM 


SAN ANTONIO, TEXAS 
315 Brackenridge Avenue Phone: Fannin 5522 
For Nervous and Mental Diseases, Drug and Alcohol Addiction and 
Nervous Invalids Needing Rest and Recuperation 

Established 1903. Strictly ethical. Location delightful summer and winter. Approved diagnostic 
and therapeutic methods. Seven buildings, each with separate lawns, each featuring a s 
separate sanitarium, affording wholesome restfulness and recreation, in doors and out doors, tact- 
ful nursing and homelike comforts. 

G. H. MOODY, M.D. J. A. McINTOSH, M.D., F.A.C.P. 

Founder Superintendent 


Dr. Brawnet’s Sanitarium 


SMYRNA, GEORGIA 
(Suburb of Atlanta) 


@ For Nervous and Mental Disorders, 
Drug and Alcohol Addictions 


Approved diagnostic and therapeutic methods. 
Hydrotherapy, Electrotherapy, Massage, X-Ray and 
Laboratory. 

Special Department for General Invalids and Senile 
Cases at Monthly Rates. 


JAMES N. BRAWNER, M.D., Medical Supt. 
ALBERT F. BRAWNER, M.D., Resident Supt. 


APPALACHIAN HALL 
Asheville, North Carolina 


Appalachian Hall is located 
in Asheville, North Caro- 


An Institution 


FOR lina. Asheville justly claims 
Rest, an unexcelled all year round 
Convalescence, climate for health and 


comfort. All natural cura- 
tive agents are used, such as 
physiotherapy, occupational 
therapy, outdoor sports, 


the diagnosis and 
treatment of 


NERVOUS horseback riding, etc. Five 

beautiful golf courses are 

AND available to patients. Ample 

MENTAL facilities for classification of 

ALCOHOL 
AND 

Drug Habituation For rates and further information write 


Appalachian Hall, Asheville, N. C. 


WM. RAY GRIFFIN, M.D. M. A. GRIFFIN, M.D. 


tc 
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CLINIC 


ST. LUKE’S HOSPITAL 
Richmond, Virginia 
. Medical and Surgical Staff. . . 


General Medicine: General Surgery: Je, MD 
Stuart McGuire, M.D. Hudnall Ware, jt, 
James H. Smith, M.D. W. Lowndes Peple, M.D. H. C. Spalding, M.D. 
Hunter H. McGuire, M.D. W. P. Barnes, M.D. Urology: 
Margaret Nolting, M.D. J. H. Reed, M.D. Austin I. Dodson, M.D. 
hn P. Lynch, M.D. Chas. M. Nelson, M.D. 
J. H. Sch MD Eye, Ear, Nose and Throat: 
Orthopedic Surgery: aie os F. H. Lee, M.D. 
William T. Graham, M.D. Roentgenology: Dental Surgery: 
D. M. Faulkner, M.D. J. L. Tabb, M.D. John Bell Williams, D.D.S. 
J. T. Tucker, M.D. C. D. Smith, M.D. Guy R. Harrison, D.D.S. 


WESTBROOK SANATORIUM 
Richmond Virginia 


Department for Men: Associates: Department for Women: 
J. K. Hall, M.D. O. B. Darden, M.D. P. V. Anderson, M.D. 
E. H. Alderman, M.D. 
E. H. Williams, M.D. 
Rex Blankenship, M.D. 


The institution is si d just beyond the northern border of the city on United States Highway Number 1. 

The scope of the work of the Sanatorium is limited to the diagnosis and the treatment of nervous and mental 
disorders and to the addictions to drugs and to alcohol. It affords also adequate facilities for rest and upbuilding 
under medical and nursing supervision. 

The medical staff devotes its entire attention to th> patients in the Sanatorium. 

The institution maintains a school for trained attendants in which instruction in the care of the nervous and 
mentally sick is emphasized. . 

There are twelve sep buildi for pati with 150 beds. Such a large group of buildings makes 
possible the more congenial grouping of “pat! ents. Rooms may be had single or en suite, with or without private 
bath. There are a few small cottages for the use of individual patients. 

A comprehensive general physical and nervous examination is made of each patient. A mental examination 
is made when indicated. The examination is typed and a copy of it is available for the referring physician. Com- 
plete dental investigation is a part of the general survey. 

A skilled teacher gives practical daily instruction to small groups in the arts and crafts. Helpful and interest- 
ing occupation in the out- me doors is made possible for the men patients in the vegetable and flower gardens, on 
the truck farm, in the poultry yards, and in the 

There are bowling, tennis, croquet and went. On Sunday evening there is chapel service. 

Detailed information is ilable for physi 


= 
TELEPHONE 5-3245 
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STUART CIRCLE HOSPITAL 
Richmond, Virginia 


Medicine: Surgery: 
ALEXANDER M.D. CHARLES R. ROBINS, M.D. 
oO. M.D. STUART N. MICHAUX, M.D. 
MA ED CALL ROBERT C. ‘D. 
M. MORRIS PINCKNEY. M.D A. STEPHENS GRAH 
MER G. BROWN, Ill, M.D. CHARLES R. ROBINS, a MAD. 
Obstetrics Urological Surge ery: 
GREER BAAN. M.D. JOSEPH F. GEISINGER, M.D. 
BEN H. GRAY, M.D. Oral Surge 


WM. DURWOOD SUGGS, M.D. 


gery: 
Ophthalmology, Otolaryngology: sceoted R. HARRISON, D.D.S. 
FTO 


CLIFTON M. MILLER, M.D. Pathology 
R. H. WRIGH REGENA BECK, M.D. 
W. L. MASON, MD. Roentgenology and Radiology: 
Pediatrics: FRED M. HODGES, M.D. 
ALGIE S. HURT, M.D. L. O. SNEAD, M.D. 
CHAS. PRESTON MANGUM, M.D. R. A. BERGER, M.D. 


ELSA NGBE, B.S., Technician 
MARGARET | CORBIN, BS., Technician 


Medical Illustrator 
DOROTHY BOOTH 
Stuart Circle Hospital has been operated twenty-four years, affording scientific 
care to patients in General Medicine, Surgery, Obstetrics and the various medical 
and surgical specialties. Detailed information furnished physicians. 


CHARLOTTE PFEIFFEP, R. N., Superintendent 


CITY VIEW SANITARIUM 


For JMENTAL and NERVOUS DISEASES 
and ADDICTIONS 


ESTABLISHED IN 1907 
AN ENTIRELY NEW PLANT ERECTED IN 1922 


Separate buildings for men and women, ideally arranged and 
equipped with every facility for the comfort, care and treatment 
of the class of patients received. Situated in the midst of a fifty- 
acre tract, and surrounded by large groves and attractive lawns. Two 


resident physicians. Training school for nurses. 
References: The Medical Profession of Nashville 


JOHN W. STEVENS, M.D., Physician-in-Charge 


NASHVILLE R. F. D. No. 1 TENNESSEE 
On Murfreesboro Pike, one-half mile east of old location 


| 
| 
| 
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The 
Cincinnati Sanitarium 
Inc. 1873 
For Mental and Nervous Diseases 


A strictly modern hospital fully 
equipped for the scientific treatment 
of nervous and mental affections. 
Situation retired and accessible. For 
details write for descriptive pamphlet. 


Emerson A. North, M.D. 
Charles Kiely, M.D. 


H. P. COLLINS, Business Manager Visiting Consultants 
Box No. 4, College Hill D. A. Johnston, M.D. 
CINCINNATI, OHIO Medical Director 


For purely nerv- 
ous cases, nutri- 
tional errors and 
convalescents. 


Complete- 
g ly equipped for hy- 

drotherapy, mas- 
sages, etc. 


Cuisine to meet 
individual needs. 


A. North, 
Charies Kiely, 
M.D. 
Visiting 
Consultants 


D. A. Johnston, 
M.D., Medica! 
Director 


H. P. Collins, 
No. 4, College 
Hill, Cincinnati, 
Ohio 


— 
| 
REST COTTAGE’’ College Hill, Cincinnati, Ohio 
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HILL CREST SANITARIUM 


FOR NERVOUS AND MENTAL DISEASES AND ADDICTIONS 
Metrazol and Insulin Therapy used in Selected Cases. Gradual Reduction Method used in the 
Treatment of the Addictions 


Established in 1925 

Thoroughly modern in architecture and construction. Eight departments—affording proper classification of patients. 
All outside rooms attractively furnished. Several bathrooms and rooms with private bath on each floor. Also a 
spacious sun ousted in each department. Located on the crest of Higdon Hill, 1050 feet above sea level, overlooki 

the city, and sur d by an exp of beautiful woodland. Ample provision made for diversion and helpfu 
Ade q night and day nursing service maintained. 


JAMES A. BECTON, MLD., Physician-in-Charge 


P. O. Box 96, Woodlawn Station, SE. Ala. Phones 9-1151 and 9-1152 
References: Medical profession of Birmingham ce 


of C 


OWEN L. HILL, M.D., Medical Director EDWIN W. COCKE, M.D., Active Consultant 


THE WALLACE SANITARIUM 


The Sanitarium is especially equipped for the treatment of drug addiction, alcoholism, nervous 
and mental disorders and the care of patients requiring metrazol and insulin therapy. 


j 
MEMPHIS, TENNESSEE 
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Behind MERCUROCHROME 
Precise manufacturing methods insuring uniformity 


Controlled laboratory investigation 


Chemical and biological control of each lot produced 
A booklet sum- 
marizing peat Extensive clinical application 
portant reports on 


preys sg Eighteen years’ acceptance by the Council of Phar- 


various uses will , macy and Chemistry of the American 
be sent to physi- Medical A a 


cians on request. 


HYNSON, WESTCOTT & DUNNING, Inc., Baltimore, Md. 


THE NEW 


Ringo- Westrup 
PERINEAL HEATER 


O many makeshifts have been used 
in perineal heating, without secur- 
ing proper results, that the Ringo- 
Westrup Heater has been widely wel- 
comed. Its perfect placement of vari- 
~ able heat to the perineum for relief of 
pain gives it a place in hospital and 
office alike. In compact, inexpensive 
form, it provides easy placement of 
heat in variable degree, with comfort 
for the patient and correct application of the thermal benefit. General use is found 
for the device in post-partum lacerations, after perineorrhaphy, episiotomy, etc. Weighs 
only ten pounds; has frame holding bed covers off lamp, preventing scorching. Vari- 
able heat switch operates by two pull chains. Knee crutches adjust to 3 positions. 


PRICE—JP9150—Ringo-Westrup Perineal Heater (uses 40-watt lamp) $10.75 


A. S. ALOE COMPANY 


1819 Olive Street St. Louis, Missouri 
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ACETABULOPLASTY FOR DISLOCATION 
OF THE HIP* 


By I. Nacutas, M.D. 
Baltimore, Maryland 


Almost fifty years ago there was described an 
operation for the artificial production of a bony 
ledge to engage the head of the femur in dislo- 
cation of the hip! The two patients on whom 
this operation was performed died, and about 
twenty-five years elapsed before another opera- 
tion with the same object was produced.” Since 
that time a number of similar procedures have 
been described and the “shelf” operation, as it 
is commonly known, has found a definite place 
in orthopedic surgery. Most surgeons obtain 
the bone for the shelf from the lateral aspect 
of the ilium; some turn down a ribbon of bone 
from the iliac surface, leaving the lower edge 
of the flap attached above the acetabulum; 
others dissect a fan-shaped flap, likewise at- 
tached above the acetabulum, and turn this out 
and down, making radial cuts in it to permit 
molding (Fig. 1). Free transplants from the 
tibia or from the side of the ilium have likewise 
been used, having generally been driven into the 
illum just above the upper acetabular rim to 
form the bony projection.* 

The reports of end results from these proce- 
dures are sufficiently favorable to warrant the 
continued use of the “shelf” operation, but the 
numerous failures recorded® and not recorded in 
the literature justify a critical analysis of these 
operations. 


The difficulties encountered in the usual op- 
erative technics are as follows: 


(1) In turning out the outer plate of the 
ilium one frequently finds the line of cleavage 


*Read in Section on Bone and Joint Surgery, Southern Medical 
Association, Thirty-Second Annual Meeting, Oklahoma City, 
Oklahoma, November 15-18, 1938. 


difficult to follow, so that the chisel may go 
into the pelvis or may make the flap so thin 
that it breaks off and lies as a free graft. 

(2) The relatively narrow ribbon shelf acts 
as a prolongation of the upper acetabular mar- 
gin, but does not prevent anteroposterior dis- 
placement of the femur. 

(3) It is quite difficult to make the contour 
of the graft continuous with the articular sur- 
face of the acetabulum. This produces a ter- 
racing of the roof, which is mechanically bad 
for a ball and socket joint. Indeed, one may 
conjecture that late distortions of the head re- 
sult from an irregular weight-bearing surface. 

(4) In many instances the grafts have been 
absorbed so that the large shelf that may have 
been made originally becomes a mere nubbin of 
bone. Though many explanations have been of- 
fered for this atrophy, it is, in all probability, 
the result of impaired circulation in the graft. 

(5) Even if a broad projection is produced, 
it will not prove adequate if the plane of its 
weight-bearing surface is tilted up. When this 
occurs, either as a result of operative maladjust- 
ment or through postoperative pressure of the 
femoral head, instability of the hip ensues. 

Bearing in mind these defects and remember- 
ing that we begin with a socket which in its up- 
per half is oblique and has not enough width 
to permit the femoral head to rest under it, we 
may enumerate the qualities of a satisfactory 
acetabulum. It is essential in correcting the 
defect to make the roof (a) horizontal and (b) 
wide enough to cover the femoral head. In 
addition, it is desirable (1) to have the arti- 
ficial roof extend out posteriorly to prevent back- 
ward dislocation; (2) to supply a curved ar- 
ticular surface so that the socket conforms in 
shape to that of the caput femoris, and, finally 
(3) to have the weight-bearing surface made at 
a lower level than the upper edge of the deformed 
acetabulum so that the shortening may be re- 


Fig. 1 
Various ‘‘shelf’’ operations for stabilization of hip in con- 
genital dislocation. From Albee: Injuries and Diseases of 
the Hip (By ee —_ B. Hoeber, Inc., New 
York, 1937. 


Anterior 
iperior 


17. 


Fig. 2A 
Illustration of the acetabuloplasty to show: (a) The line 
of the osteotomy and the direction of the osteotome. 
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duced to a minimum. In other words, it is our 
aim to produce a socket that has as nearly as 
possible the hemispherical shape of the normal 
acetabulum. 

If we wished to make a hemispherical figure 
we could do so by swinging half of a circle 
on its diameter as an axis through an arc of 
180°, in the same way that a bucket handle 
swings from one side to another. The figure thus 
projected will have a curve from side to side 
as well as from front to back. The operation 
described below is based on this principle. How- 
ever, it predicates the replacement of the fe- 
moral head in its socket so that preliminary at- 
tention must be given to bringing the upper end 
of the femur opposite the acetabulum. If con- 
tractures have taken place, traction, and, at 
times, surgical methods are necessary to accom- 
plish the desired relaxation. When this relaxa- 
tion is acquired, the acetabuloplasty may be per- 
formed in the following manner: 

Through the Smith-Petersen approach the 
capsule of the joint is exposed. A long incision 
through the superior aspect of the capsule is 


Callus fillin 
Aollowing ostéotomy 


Fig. 2B 
(b) The improvement obtained when the gap made by 
swinging out the partially freed segment is filled with 
callus. In this specimen the depth of the acetabulum is 
increased 10 mm. and the angle of the roof is “improved” 
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Fig. 3 
X-ray of the hip of a 14-year-old boy with infantile paralysis. 
(a) Before acetabuloplesty. (b) After acetabuloplesty. 


Fig. 4 
X-ray of the hip of a 25-year-old girl with Legg-Perthes’ disease and subluxation. 
(a) Before acetabuloplasty. (b) After acetabuloplasty. 


Fy 


made, running from the ilium to the greater 
trochanter, to permit the inspection of the socket 
and to facilitate the replacement of the head 
of the femur in the acetabulum. When this re- 
duction is accomplished one can determine where 
the greatest amount of bony support is neces- 
sary. A semicircular incision is made above 
the attachment of the capsule so that the osteo- 
tome is driven from the outer aspect of the 
ilium directly into the joint (Fig. 2). The rim 
is thus partially freed, but is left attached at 
both ends. This segment is then pried out so 
that it swings on its attached ends like a bucket 
handle. With moderate care in this maneuver 
the attached ends will bend without breaking. 
The final position of the rim can be determined 
by the amount of outward displacement neces- 
sary adequately to cover the head. A _ bone 
block taken from the exposed crest can then be 
forced into the cleavage line as a wedge to main- 
tain the desired position. Closure is made in the 
usual manner and the limb is held in abduction 
in a plaster of paris cast. The postoperative 
care consists of cast immobilization for about 
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two months, followed by traction for another 
month. Weight-bearing may then be resumed. 

It will be noted that the operation is funda- 
mentally a simple, incomplete osteotomy and 
that it is performed in a situation where a par- 
ticularly good blood circulation exists. Because 
the requirements for good bone repair are met, 
one may anticipate the formation of callus to 
fill in the gap. The presence of the bone block 
is of additional value in filling in the cleft. The 
spherical head of the femur, lying as it does 
within the acetabulum, acts as a mold to shape 
the callus. Though these considerations are 
theoretical in character they nevertheless are 
based upon well-proven physiologic principles. In 
addition to this, the postoperative x-rays indicate 
that the bony gap is filled in. 

There is another point of interest in connec- 
tion with this operation; this bears upon the 
function ofthe cotyloid ligament. It will be 
recalled that in the normal adult the cotyloid 
ligament extends beyond the lip of the acetabu- 
lum and forms a more or less constricting car- 
tilaginous band that acts as additional security 


(a) Before acetabuloplasty. 


Fig. 5 
X-ray of the hip of a 9-year-old boy with infantile paralysis and dislocation. 


(b) After acetabuloplasty. 
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against the lateral displacement of the head of 
the femur. In this operation, this function is 
preserved, since the ligament need not be cut 
free from the bony rim of the acetabulum and 
is swung out with the semilunar bony segment. 
This was brought to our attention by an experi- 
ence which for a short time gave us consider- 
able concern. At the time of the operation the 
segment of bone and cartilage was turned out 
and firmly fixed in a position that covered the 
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femoral head effectually. On the other hand, 
when the x-ray was taken the next day the roof 
seemed to be inadequate. To explain this phe- 
nomenon x-rays were made of the dissected hip 
of an infant. It was soon found that in the 
young child the usual x-rays do not show the 
complete extent of coverage because the liga- 
ment and its extension on the femoral head are 
not satisfactorily projected on the x-ray film. 
Serial x-rays taken over a period of several 


Fig. 6 


X-ray of the hip of a 4-year-old girl with congenital dislocation of the hip. 


(a) Before acetabuloplasty. 


(b) After acetabuloplesty. 
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years show the calcification of this cartilaginous 
ledge. 

A word must be said about the technic and 
its simplicity. The question of the approach to 
the joint need not be considered. This is some- 
thing which is quite familiar to every ortho- 
pedist and should offer no difficulties. With re- 
gard to the actual plastic procedures on the 
bone it may be said that they are extremely sim- 
ple and involve no unusual technical skill. After 
all, the osteotomy is simply a linear cut through 
the bone. The turning out of the flap is by no 
means difficult. There is enough flexibility in 
the bone at the rim to permit a considerable 
amount of lateral bending without breaking of 
the ends. In none of the cases reported here 
did a fracturing of the ends of the bucket handle 
take place. As for the possibility of breaking 
off the bony segment by the manipulation of the 
hip joint after the closure of the wound, there 
need likewise be no fear. If the limb is kept in 
abduction the contractile force of the muscles 
will keep the head pushed medially into the 
socket and the upward displacing force is very 
small. The precaution of relaxing the hip con- 
tractures preoperatively rot only reduces the 
difficulty and shock of the operation, but is 
also effective in keeping the displacing force un- 
der control. 

With regard to the applicability of this ace- 
tabuloplasty one can see that its use is not 
limited to congenital dislocations of the hip. It 
is equally useful in paralytic dislocations and in 
dislocations due to degenerative or disease 
changes with the formation of a wandering ace- 
tabulum. As its name implies, it is a plastic 
operation performed for the purpose of con- 
verting an inadequate acetabulum into one that 
can accommodate the head of the femur and 
give it a stable weight-bearing roof. Unlike the 
“shelf” operations which can produce a bony 
ledge anywhere on the side of the ilium, the 
acetabuloplasty is performed at the site of the 
existing acetabulum. It is for this reason that 
relaxation of contractures is important. On the 
other hand, if the head of the femur can be 
brought down, and, of course, if active disease is 
not present the operation is useful in a wide 
variety of hip dislocations. 

This point is illustrated by the patients upon 
whom the acetabuloplasty has been performed. 
The first patient was a 14-year-old boy with 
contractures and deformities resulting from in- 
fantile paralysis. After preliminary relaxation 
and manipulative operation a “shelf” operation 
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utilizing the outer plate of the ilium had been 
performed by a good surgeon. Yet in spite of 
well-fitting braces, the boy could not get sta- 
bility in his hip. On April 14, 1934, an ace- 
tabuloplasty was performed. The last note on 
the condition of this hip, on February 8, 1938, 
reports the right hip quite stable, with good mo- 
bility from side to side and in the rotations. 
Flexion was obtained beyond 90° and, above 
all, there was no pain in the hip (Fig. 3). 

Seven more such operations have been per- 
formed, one in a young woman, aged 25, with the 
deformed, luxating hip of Legg-Perthes’ disease 
(Fig. 4), two in the dislocated hip of infantile 
paralysis (Fig. 5), ages 9 and 22, and four in 
patients ages 4, 5, 5 and 6, with congenital 
dislocation of the hip (Fig. 6). In all, stable, 
weight-bearing, painless hips have been obtained. 

To summarize, the deficiencies of the existing 
“shelf” operations are analyzed. The character- 
istics of a desirable shelf are enumerated, and 
the need for a horizontal roof sufficiently broad 
to cover the femoral head is emphasized. A 
relatively simple acetabuloplasty is described 
in which, by means of a simple incomplete intra- 
articular osteotomy, a bucket handle rim of bone 
is swung out to cover the head, and the physio- 
logic repair processes are allowed to fill the 
gap. Eight cases, including Legg-Perthes’ dis- 
ease with a wondering acetabulum, paralytic dis- 
locations and congenital dislocation of the hip 
are reported. 
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DISCUSSION (Abstract) 


Dr. J. Hiram Kite, Atlanta, Ga—tThe first series of 
cases I ever saw, in which “shelf” operations had been 
done, was shown to me and a small group of friends 
by Dr. Nachlas in 1930. At that time I had little to 
offer the adolescent child who came to me with a pain- 
ful dislocated hip. I was so impressed with his series 
of cases that I followed the patients out and talked 
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with them and their parents in order to see if they really 
were helped by the “shelf” operation. I may say that 
those he had gotten back for demonstration were en- 
thusiastic about their results. This encouraged me to 
try a few shelf operations. We have continued to do 
them ever since with satisfactory results. 


Dr. Nachlas has carried the “shelf” operation a step 
further and has given us a method which seems to be 
sound mechanically, anatomically, and physiologically. 
It completely reduces the dislocated hip and restores 
the full length to the leg, and probably gives as stable 
a hip as one which has never been dislocated. 

It seems to me, however, that this operation can be 
used in only a few selected cases. The younger children 
whose hips can be reduced, I have been satisfied to treat 
by the usual conservative methods after I have gotten 
them reduced, and I have been reluctant to do any 
open operations upon these cases. 


For those older children in whom the head cannot be 
gotten back into the original acetabulum, this opera- 
tion would not be applicable. There may be a middle- 
aged group in which it would be ideal. 

Dr. Nachlas calls attention to the fact that a shelf 
with a flat roof is not so good as one with a normal 
shaped acetabulum. I am showing x-rays of two of the 
first cases on which I did a shelf in which the post- 
operative x-ray showed a flat surface of bone above the 
head. X-rays one and four years later showed an ace- 
tabular cavity of practically normal contour. 

In most of the older cases it is impossible for me to 
get the head back in the original acetabulum without 
the use of undue force. I have been pulling the head 
down as far as possible with a Hoke plaster traction 
apparatus, and have turned down the false acetabulum 
as a shelf over the head, re-enforcing this with bone 
from the crest of the ilium. All of these operations 
have been done in the plaster traction apparatus. 


I have done four shelf operations since I was requested 
to discuss Dr. Nachlas’ paper, and I had hoped in 
each case to be able to try his procedure, but could 
not get the head in the atrophic acetabulum. One of 
these was a 12-year-old girl who had lost the entire 
head and neck as the result of an old infection. I was 
able to put the trochanter into the acetabulum, after 
the technic recommended by Dr. Colonna for elderly 
patients with ununited fractures of the neck. I had 
hoped to do Dr. Nachlas’ operation to keep the trochan- 
ter in, but was afraid that the pressure might break 
off the ‘“‘bucket handle” portion of the acetabulum, so 
turned down a piece of bone from the ilium over the 
rim of the acetabulum as a shelf. The acetabuloplasty 
seems to be ideal for dislocation of the hip following 
infantile paralysis in which it is easy to reduce the 
head. 


Dr. Nachlas (closing) —Dr. Kite is to be congratu- 
lated on the results he has obtained with the shelf opera- 
tion in hip stabilizing. Unfortunately, in the hands 
of many other surgeons, these operations, either be- 
cause of poorer selection of cases or because of poorer 
technic, frequently fail to give brilliant results. With 
regard to Dr. Dickson’s query as to the similarity of 
the operation described today to the one published by 
Dr. Albee in 1915, permit me to make the following 
observations: in the course of preparing my paper I 
surveyed the literature and wrote to Dr. Albee about 
his work. Dr. Albee was kind enough to write me 
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in detail about his contributions and sent me his 
book on “Injuries and Diseases of the Hip,” from which 
I have copied an illustration (Fig. 1). Dr. Albee in 
his first operation cut into the ilium and tilted down 
the acetabular roof (see Fig. 1). In the acetabuloplasty 
just presented the osteotomy is an intra-articular frac- 
ture, with the swinging of the bucket handle segment 
outward, an operation based on a principle that differs 
from anything I found in the literature. 


CYSTS OF THE SEMILUNAR 
CARTILAGES* 


By I. S. McReynotps, M.D. 
Houston, Texas 


Ebner is generally credited with being the 
first to describe a cyst of the semilunar carti- 
lage in 1904, but Bennett and Shaw? list Nicaise 
as reporting a case in 1883, and Kummer one 
in 1898. Allingham is also credited by Wolff** 
as reporting the condition prior to Ebner. Olle- 
renshaw”! reported the first case in the Eng- 
lish literature in 1921. There have been more 
than 257 cases reported to date, including two 
cases which I shall refer to in this paper. 

The most generally accepted theories advanced 
as to the etiology of cysts of the semilunar car- 
tilages are: (1) that they are secretory and al- 
lied to ganglia; (2) that they represent mucoid 
degeneration which is related to some extent to 
previous trauma; and (3) that they are congen- 
ital in origin. 

Geschickter and Copeland™ are of the opin- 
ion that mucoid regression in precartilaginous 
tissue may occur in the adult joint cartilages to 
form cysts, and the same thing may occur in the 
tendon sheaths to form ganglia. The gross and 
microscopic findings in these two conditions are 
very similar. They both have their origin from 
mesenchyme. 

Mr. Herman Taylor*® states that the cysts 
are due to progressive mucoid degeneration of 
the cartilage substance, from the center of which 
they have been extruded; that they are lined with 
a layer of compressed young fibrous tissue, the 
end result of round cell proliferation around the 
areas of degeneration. He is of the opinion that 
they are consequent upon direct trauma usually 
on the outer side of the knee causing a contusion 
of the meniscus, and also that in the external 
cartilage the cysts invariably occur in the mid- 


*Read in the Section on Bone and Joint Surgery, Southern 
Medical Association, Thirty-Second Annual Meeting. Oklahoma 
City, Oklahoma, November 15-18, 1938. 
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dle one-third, which is the only part exposed to 
a direct blow as the two ends recede from the 
edge of the tibia under cover, respectively, of 
the ligamentum patella and the external lateral 
ligament of the knee, so that they are effectively 
protected from injury. He also suggests as 
others do that the mildness of the trauma is an 
important factor in the development of the lesion. 


The chief advocate of the congenital theory 
is Ollerenshaw, who has had the largest single 
experience of any surgeon with cysts of the semi- 
lunar cartilages, having reported a total of 41 
cases. He has maintained and is supported by 
Kleinberg,’’ Zadek and Jaffee,** that the lining 
of the smaller cystic spaces consists of endo- 
thelial cells. King,’® in sponsoring a secretory 
theory and believing that the cysts are allied to 
ganglia, vigorously states that the lining of the 
cystic spaces is not endothelium, but the same 
as that of synovial membrane, a modified con- 
nective tissue, and he suggests that it is proba- 
ble that the mucoid areas are the result of 
secretion of certain cells rather than a degen- 
erative process. 

There has been quite a controversy as to the 
nature of the cells lining the cystic areas, which 
in a way is not of tremendous importance, since 
the cartilages and the synovia are both derived 
from mesenchyme. The joints are formed as a 
split in an area of condensation of the mesen- 
chyme between developing bone, so it can read- 
ily be seen that if the cysts are either congenital, 
degenerative or secretory in nature, it is possible 
for the cellular elements making up the cysts 
to resemble any cells that have as their origin 
mesenchyme whether they be some modification 
of synovial cells or compressed fibrous tissue. 
The cellular elements of synovial membrane often 
vary morphologically. 

The classical description of the location of 
cysts of the semilunar cartilages, particularly of 
the external, is in the lateral one-third of the 
cartilage. It has been stated that the location 
is invariably in the lateral one-third. Others 
have mentioned cases in which the cyst was lo- 
cated in the anterior third. One of the cases 
referred to in this paper was in that portion. 
There is no theoretical reason why the cyst may 
not involve any portion of the cartilage, but 
from a study of reported cases the anterior third 
is a relatively rare site. The cysts usually in- 
volve the external portion of the cartilage, so 
much so in some cases that it is practically 
parameniscal on gross examination of the speci- 
men. However, microscopic examinations of 
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the sections show small cystic spaces extending 
into the substance of the involved cartilage. In 
practically all cases more of the cyst is external 
to the cartilage than within it, properly, and 
this might suggest that the cyst originated in 
the cartilage and extended peripherally. Ol- 
lerenshaw has reported the only case I know 
of in which the cyst arose from the internal free 
border of the external cartilage so that it pro- 
jected into the joint proper. This case was used 
to point out the dissimilarity between a ganglion 
and a cyst of the meniscus. 

In July, 1936, Bennett and Shaw,” in a very 
comprehensive article, reviewed 159 cases in the 
literature and reported 4 of their own. From 
their data and adding cases not mentioned by 
them, it appears that of 144 cases in which the 
sex is given, 111 were males and 33 were females. 
Of 170 cases designating the involved cartilage, 
143 were in the external cartilage and 27 in the 
internal cartilage. Of 94 patients in which the 
age was given, the average age was 29 years. 
The majority of Bennett and Shaw’s patients 
were between the ages of 15 and 25. The age 
group ranged from 5 to 58 years. 

Majer has had two cases with a cyst in each 
knee. Ollerenshaw, Ott?? and Norinder”® have 
had one bilateral case each. Desplas and Yo- 
vanovitch!! refer to a case in the external carti- 
lage associated with fracture of the cartilage, 
and Colonna® and Norinder?’ have each reported 
a case associated with fracture of the internal 
cartilage. 

In cases of long duration, the cysts are nat- 
urally of larger size, but they do not enlarge 
directly in proportion to their duration, the older 
ones rarely being larger than an English walnut. 
It is unusual for any bony change in the joint to 
result from a cyst, but Fairbank and Lloyd™ 
have reported two cases in which there was an 
erosion of the tibia by a cyst of the external 
cartilage. Roentgenograms taken for soft tissue 
detail may at times show a shadow at the site 
of the cyst. 

The occurrence of cysts in association with 
other conditions has not been frequent enough 
to justify any relationship to such things as 
arthritis or traumatic lesions of the cartilages. 
The predominance of the involvement of the 
external cartilage by cyst in 143 cases to 27 
of the internal is in direct contrast to the find- 
ings in cartilage injuries where the medial carti- 
lage is involved 5 to 6 times more frequently 
than the lateral. 
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CASES IN THE LITERATURE 


Year Reported Author No. of Cases 


1928 Pfab 14 (Referred to by Ott” 

1933 Bado, Rolfi, Sonora 2 

1934 Santa 

Fairbank and Lloyd™ 

Aleman and Frieberg 

Hinricsson 

Garavano!® 

Rapaccini*> 

Covaro’? 

Ollerenshaw7? 

Norinder”® 

Ott?2 23 

Desplas and Yovano- 
vitch™ 

Bogomolets* 

Christmann® 

Pasman** 

Berezkin® 

Bulla® 

Wolff?* 

Meyer-Wildeson’® 

Marchand and Guibert"® 

McReynolds 


(Referred to by Norinder®°) 


1935 (Referred to by Norinder*°) 


1936 


1937 


1938 


For a complete table of available case reports prior to the 
above cases, and bibliography, see Bennett and Shaw.? 


Patients presenting themselves for examina- 
tion are occasionally not conscious of an exist- 
ing swelling about the knee, as in Case 2, re- 
ferred to later. The most common symptoms 
are pain and a localized swelling about the joint. 
They may occur singly or in association with 
each other. The pain is not usually acute. It 
may be continuous, but is most often intermit- 
tent. It is more often dull than 
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Fig. 1 
Photograph of an external semilunar cartilage removed from 
its anterior attachment posteriorly to the junction of the 
middle and posterior thirds. The cyst involves most of 
the anterior third of the cartilage, and the largest portion 
of the cyst is located outside the cartilage proper. The cyst 
has a nodular appearance which was more marked in the 
original specimen. 


prominent upon complete extension of the joint, 
and pain is aggravated in this position due 
to mechanical impingement of the cystic area be- 
tween the articular surfaces of the joint. On 
flexion the mass often recedes into the joint so 
that it is not visible or palpable. This would 
occur readily if the cyst were located in the an- 


sharp, and frequently the patient 
complains only of a tiredness in the 
knee. The symptoms are aggra- 
vated by activity and relieved to 
some extent by rest or some form of 
support to the joint. The enlarge- 
ments are usually firm in consis- 
tency, so much so at times that they 
may be mistaken for cartilage or 
bone on palpation. They are prac- 
tically always tender on firm pres- 
sure. Cardinal points in the diag- 
nosis are the movement of the mass 
with the tibia on motion in the joint 
and its location on a level with the 
joint line. In the less painful case 


the mass is much more likely to be 
compressible or elastic. Apparently 


the degree of distention of the cyst 
exerts a direct effect on the amount 
or intensity of the pain present. 
The enlargement is usually more 


Fig. 2 


A low power photomicrograph of the cyst showing a part of the cyst wall lined 
by modified fibroblasts. 
blood vessel adjacent to this cyst wall. 

tion of a cystic cavity and does not show a multilocular appearance. 


There is dense collagenous tissue containing a small 
‘he section included only a small por- 
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terior portion of the cartilage. In some few cases 
there might be locking of the joint, which would 
be much more prone to occur in the isolated cases 
in which there was an associated lesion of the 
cartilage or where the cyst projected into the 
joint from the internal free margin of the caiti- 
lage. The knee is more likely to give way or 
feel weak. Cases have been reported in which 
there has been enlargement and regression in the 
size of the cyst. 

Much has been written concerning the relation 
of trauma to the development of cysts. In a 
fairly large number of these cases there is no 
history of trauma. Severe trauma quite defi- 
nitely has no relation to the development of the 
cysts. As for mild trauma, practically everyone 
subjects his or her knee to mild trauma if am- 
bulatory, yet the incidence of cysts of the 
semilunar cartilages is very low compared to 
other joint affections. Many patients give a 
history of trauma as the antecedent of all their 
symptoms, and some state that the swelling com- 
plained of appeared almost immediately follow- 
ing the trauma. Actually the trauma only made 
them conscious of an existing swelling, as any 
blow exerted upon a closed cystic mass is likely 
to give rise to symptoms either from contusion, 
increased secretion or possibly from hemorrhage 
about or into the cyst. Trauma has definitely 
aggravated the existing condition in many cases, 


but no definite evidence is available that mild 
trauma is a direct causative factor in the develop- 
ment of the lesion. Hosford, who considers the 
pathology to be one of primary mucoid degen- 
eration, has pointed out that in no other part 
of the body does a similar condition develop 
following trauma. 

At exploration the cysts are usually found to 
be larger and softer than indicated prior to op- 
eration. They contain a slightly yellowish or 
clear gelatinous fluid which has been found 
sterile and of an acid reaction. Microscopic ex- 
amination shows large and small cystic spaces, 
some of which may be confluent and filled with 
a mucoid material. Some observers have shown 
a definite layer of cells lining the cystic cavi- 
ties. These cells have been referred to by some 
as endothelial cells and by others as compressed 
fibrous tissue. This lining layer is found most 
often in the smaller cavities. In some cases, 
arteriolar changes such as thickening of the ves- 
sels are noted, but it is not definitely known 
whether this is due to the cyst or whether it is 
only a concomitant finding. 

The treatment of cysts of the semilunar carti- 
lages as advocated by the majority of authors 
is complete extirpation along with removal of 
the entire affected cartilage. Ollerenshaw has 
pointed out the likelihood of recurrence if an at- 
tempt is made to excise the involved portion of 

the cartilage only. He cites a per- 


-cnal observation in which the cyst 
recurred and mentions the recur- 
rence in the cases of Ebner, Riedel 
azd Haehnel. Bristow also men- 
tions a recurrence following local 
semoval. However, Wolff?’ reports 
cases in which excision of the cystic 
‘rass along with a small portion of 
‘he involved cartilage was carried 
out with no recurrence. In Norin- 
Zer’s cases the operative work was 
as sparing as possible. Ott”? also 
recommends local removal of the 
yst along with a portion of the car- 
tilage at least 2 mm. beyond the 
periphery of the cyst. Unless the 
fact that microscopic cysts are often 
found extending into the cartilage 
beyond the apparent local margin 


Fig. 3 


of the cyst in the gross is kept in 
mind, local removal is quite likely 


A low power photomicrograph of a ganglion of a tendon sheath showing cystic = 
spaces surrounded by connective tissue. The lining of these spaces contains to be followed by recurrence. Cer 
modified connective tissue cells somewhat similar to those lining the cavity in tain cases would hardly lend them- 


the cartilage cyst. The surrounding tissue is less dense and more cellular than 


that in Fig. 2. 


selves to satisfactory local removal, 
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while others such as the type in which the cyst 
is practically attached to the cartilage by a ped- 
icle or is unusually peripheral in its location 
might very well be removed, leaving the carti- 
lage intact. 


Relief for short periods has been obtained by 
aspiration, and forceful rupture of the cyst by 
digital compression has also afforded temporary 
relief. These results compare with 
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(3) Trauma, either mild or severe, plays a 
lesser part than is generally supposed in initiat- 
ing the lesion, serving more to call the patient’s 
attention to the existing condition. 


(4) It is possible to treat satisfactorily by 
local excision alone only certain selected cases 
of cysts of the semilunar cartilages. 


those obtained in the similar treat- 
ment of ganglia. Aspiration might 
furnish more satisfactory results if 
the cysts were not multilocular. In- 
jection of solutions to obliterate the 
cystic cavities would be difficult on 
account of the multiple small cysts 
present. 


The following two cases are re- 
ported for statistical purposes. 


J. S., a white boy, aged 17, had a cyst 
of the external cartilage of the right knee, 
symptomless at the time of examination. 
There was a compressible elastic swelling 
on the outer side of the knee on a level 
with the joint line and tender to palpa- 
tion. There was no disability. The cyst 
was discovered while he was hospitalized 
for injuries. 


A. D. E., a white man, aged 25, had a 
cyst involving the anterior third of the 
external cartilage of the right knee. It 
was a palpable firm mass, mor2 prominent 
on complete extension of the joint and 
painful in forced extension. The patient 
was not aware of the tumor which re- 


Fig. 4 


A high power photomicrograph of the cyst of the semilunar cartilage which shows 
in more detail the cellular lining to the cavity. 


The surrounding tissue is 
dense, and contained an occasional cartilage cell. 


ceded into the joint upon flexion of the 
knce. He had a normal range of motion, 
but painful at the extreme limits. The 
cyst along with the external cartilage was 
removed. The cyst extended well beyond 
the peripheral margin of the external car- 
tilage, and was intimate!y connected with 
the synovia. It did not extend beyond 
the middle of the cartilage toward the 
inner side (Fig. 1). There was nothing 
unusual about the microscopic findings, 
which showed multiple cystic cavities, 
some of which were lined by cells resem- 
bling fibroblasts (Figs. 2 and +). 


CONCLUSIONS 


(1) Cysts are being more com- 
monly recognized now than in the 
past two decades, as over 257 cases 
have been reported, most of them 
in the past 15 years. 


(2) Cysts of the semilunar carti- 
lages appear very closely related to 
ganglia, and probably arise in the 
same manner. 


Fig. 5 


A high power photomicrograph of a ganglion of a tendon sheath showing more 
clearly the approach to a cellular lining of connective tissue cells. 


Some of the 
clear spaces were filled with a mucoid material. 
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DISCUSSION (Abstract) 


Dr. Paul C. Colonna, Oklahoma City, Okla—Clin- 
ically these patients have no preoperative pathognomonic 
features, although a swelling located toward the anterior 
aspect of the cartilage and an increase in the width 
of the joint space is suggestive. Conservative treatment, 
in my opinion, is not indicated and I should question 
the benefit to be obtained by aspiration of the cyst, as 
has been suggested by some writers. The cases that I 
have operated upon have presented multiple small cysts 
which have been filled with slightly yellowish fluid. 
The cyst cells have given microscopic evidence that 
they are lined with endothelium-like cells, but not a 
true secreting cell structure. I have rather regarded the 
formation of these cysts as being degenerative in char- 
acter, possibly stimulated by trauma. Excision of the 
cartilage is the method of choice in treating them. 
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Dr. Guy A. Caldwell, New Orleans, La—Dr. McReyn- 
olds, in his excellent presentation of this subject, has 
indicated that the only treatment for cyst of the semi- 
lunar cartilages is the removal of the entire cartilage. 


I am sure that this is the method that is surest to give 
good results and eliminate recurrence. I have removed 
several cartilages with cysts and the result has been 
uniformly good in those cases. There have been two, 
however, who declined to have the cyst and cartilage 
removed. In one instance when the diagnosis seemed 
perfectly clear, the cyst spontaneously disappeared in 
the course of a few months, and, although I have inter- 
viewed this patient a number of times over a period of 
ten years, there has never been a recurrence. 

A second patient, a dentist, insisted that it was abso- 
lutely impossible for him to take the time to have an 
operation performed, but that something must be done 
to give immediate relief. Under procaine hydrochloride 
anesthesia we introduced a large needle into the cyst 
cavity, aspirated the gelatinous matzrial and punctured 
the walls in various directions in an effort to penetrate 
all smaller cysts that might surround the principal one. 
Very little reaction followed this procedure; the patient 
returned to his work after two or three days and has 
remained symptom-free. About two years have passed 
and there is not the slightest indication of recurrence. 


I mention these two cases, one in which spontaneous 
recovery occurred, and the other with apparent recovery 
following aspiration, simply to suggest that palliative 
measures may be used with success at least for a time. 


Dr. Willis C. Campbell, Memphis, Tenn.—1I desire to 
commend Dr. McReynolds on his excellent and compre- 
hensive discussion of this subject. 


Cysts of the external semilunar cartilage are possibly 
of more frequent occurrence than is generally recognized. 
In 1929 my late colleague, Dr. J. I. Mitchell, and I re- 
ported ten cases, in which nine were of the external and 
one of the internal. Since that time there have been five 
other cases. 


There has been some discussion as to the cause and 
the pathology, some contending that a definite living 
membrane is found, and others that there is no cellular 
investment. We found no lining membrane in any of 
our cases, which have been particularly investigated 
for this feature. We also believe and think we have 
found definite evidence that the process is a mucoid 
degeneration, beginning with myxomatous tissue. There 
are two theories: congenital, such as the discus type 
of meniscus, and trauma. The former may be a pre- 
disposing agent, but we have found no evidence of this 
type in any of our cases excised, and I believe that 
trauma is the etiological factor. The ages of our cases 
ranged from 5 to 42 years, and it is quite evident that 
the high percentage occurs at a period when trauma is 
most frequent; besides, 8 were in males and 2 in fe- 
males. Five years, I believe, is the youngest case so 
far reported. In one case in which opzration could not 
be carried out at the time, one aspiration secured an ap- 
parent cure in a man aged 39; there has been no recur- 
rence since, in a period of nine years. However, with- 
out more evidence, I do not believe that any measures 
except excision of as much of the cartilage as possible 
would be effective. I have offered aspiration to sev- 
eral who have declined when they were told that relief 
was uncertain. There has been a perfect end result in 
all of our cases. 
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POLY POUS CERVICAL AND VAGINAL HY- 
PERPLASIAS IN ASSOCIATION 
WITH PREGNANCY* 


By W. O. Jounson, M.D., F.A.C.S. 
Louisville, Kentucky 


We at first are absorbed with the details of 
a subject at hand, but as we learn more about 
it, we become interested also in its associated 
conditions, 

Our profound interest in the study of carci- 
noma has led us into the investigation of many 
other fields. In 1932, Broders® was the first to 
present “‘Carcinoma in Situ in Contrast to Pene- 
trating Epithelial Hyperplasia,’ and in 1933, 
Hofbauer” presented the “Clinical Importance 
of Epithelial Hyperplasia in the Cervix Uteri 
During Pregnancy.” Following this there were 
other reports on hyperplasia of the cervix and 
vagina in association with pregnancy, but for 
the most part they have been from the stand- 
point of the pathologist. 

Among 8,603 deliveries made in the Louis- 
ville City Hospital from 1933 to 1938, five cases 
of epithelial hyperplasia in pregnancy have been 
encountered. Three other cases have been seen 
in private practice. If such lesions are properly 
diagnosed a most gratifying prognosis can be 
given to the patient. The subject is to be pre- 
sented from a clinical rather than a pathologic 
aspect. 

This discussion is not to provoke pathologic 
discussion, or even to stress the well-known, ad- 
vocated methods of early diagnosis of carcinoma, 
which we all know and should practice. I wish, 
however, to keep before the general practitioner 
who has developed the habit of intensive study 
of carcinoma of the cervix the fact that a lesion 
which simulates cancer can be confused with can- 
cer both clinically and pathologically, and that 
the correct diagnosis may offer an excellent prog- 
nosis. 


The term ‘“‘precancerous lesion’”’ has been used 
too loosely by all of us. To one group it means 
any chronic inflammatory state; to another, the 
term refers to a lesion that exhibits unusual cell 


_ *Read_ in Section on Gynecology, Southern Medical Associa- 
tion, Thirty-Second Annual Meeting, Oklahoma City, Oklahoma, 
November 15-18, 1938. 


_*From the Department of Obstetrics and Gynecology, Univer- 
sity of Louisville Medical School. 
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activity for benign lesions, yet lacks some of 
the characteristics of a malignant lesion. 


One must be acquainted with the ultimate 
clinical course of such conditions. ‘‘Precancer- 
ous lesion,’ “carcinoma in situ’? and “leuko- 
plakia,’’ of course, may be found in association 
with pregnancy. Such lesions are coincidental 
findings associated with pregnancy, and they 
are easily diagnosed by either Schiller’s test, 
colposcope or the biopsy and pathologic study. 

The cervix uteri assumes altered physiologic 
states as a result of various etiologic factors, for 
example, trauma during labor, or infection of 
various types. Cervical and vaginal hyperplasias 
may appear in association with chronic inflam- 
matory lesions of the pelvis, but with such le- 
sions pregnancy seldom follows, and they are 
for the most part found in the folds of skin 
about the labia and around the anus. Many 
such lesions are also associated with luetic in- 
fections, such as condylomata lata. These for 
the most part appzar on the external genitalia 
and about the anus. 

In pregnancy the cervical mucous membrane 
normally takes no part in the formation of de- 
cidua. The muscle fibers undergo hypertrophy, 
the cervix softens and enlarges up to the fourth 
month and in rare conditions, such as placenta 
praevia and marginalis, the formation of decidua 
is found in the cervix. These decidual reactions 
of the cervix in association with placenta praevia 
are easily diagnosed by biopsy. 

We wish to present a series of eight cases 
which were found in pregnant women who had 
had no previous vaginal disturbance, all of 
whom had a history negative for syphilis, who, 
during the third month of pregnancy, developed 
hyperplasias of the cervix and vaginal mucous 
membrane. On pathologic examination these 
hyperplasias presented changes suggestive of 
carcinoma, but without radium or x-ray therapy, 
within two months after termination of the preg- 
nancy, the mucous membrane became normal. 
Some of these lesions were even diagnosed squa- 
mous carcinoma of the cervix from the patho- 
logic specimen by more than one pathologist, 
but after careful study of the preparations, this 
interpretation of malignancy was withdrawn, 
demonstrating that these lesions so simulate car- 
cinoma pathologically that they are confusing, 
and clinically they are equally difficult to differ- 
entiate. 


After a careful study of these lesions, admit- 
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ting one’s mistakes in the first diagnosis, much 
may be learned. 


Case 1—E. D. (29558), aged 34, colored, married, 
para 4, gravida 5, was seen on September 26, 1933. Her 
chief complaint was pain in the right lower quadrant, 
vaginal bleeding for 7 weeks, and vaginal discharge. 

Her menstrual period had been delayed two weeks, 
then, seven weeks previously, she began to bleed and 
had bled continuously since. For the preceding three 
weeks she had had cramp-like pain in the right lower 
quadrant, dull and constant, and some abdominal dis- 
tention. 

Examination showed a temperature of 98°; pulse 100; 
tenderness of the right lower quadrant; the cervix large 
and pale; bilateral lacerations with eversion and granu- 
lation; and a bloody discharge from the os. The 
uterus was large, boggy, firm and deviated to the left. 
In the right adnexa was a tender, boggy mass. 

October 4, 1933, laboratory findings were: red cells, 
4,220,000; white cells, 7,200; hemoglobin, 45 per cent; 
and urine negative. 

Operation consisted of hysterectomy and _ bilateral 
salpingo-oophorectomy because of extensive disease. 

The pathological report was: fibroid uterus; tubal 
pregnancy, right; chronic salpingo-oophoritis; fibrosed 
appendix; and carcinoma of cervix (?) (Fig. 1). 

The patient made a satisfactory convalescence and 
has been followed since. She has had no symptoms or 
recurrence of vaginal hyperplasia. 


Case 2—R. McN., aged 32, white, married, para 1, 
gravida 2, was seen on February 12, 1934. Her chief 
complaints were dysmenorrhea and pain in the right 
lower quadrant. 

On February 1, 1933, she had had a ruptured ectopic 
pregnancy on the left. 

She was now seven weeks pregnant; nauseated; had 
abdominal distention; pain in the rectum, and frequency 
of urination. 

She had an enlarged, soft uterus; a mass in the right 
lower quadrant; cul-de-sac bulging and tender mass 
present. 

Laboratory findings on February 12, 1934, were: red 
cells, 4,050,000; white cells, 8,650; hemoglobin, 95 per 
cent. The urine was negative for albumin and sugar. 

Operation consisted of right salpingectomy and hys- 
terectomy (because of severe dysmenorrhea since the 
last operation). 

The pathologic report was right ectopic pregnancy, 
tubal (hydatid mole). 


Pathologic report of the cervix was: “The surface 
epithelium is partially eroded. Just beneath the epithe- 
lium is a diffuse deposit of lymphocytes. In two areas 
in the section there is a rather marked hyperplasia of 
the epithelium so that the papillae are large and slightly 
atypical, branched. There is some disturbance of polar- 
ity of the cells along the basement membranes. Early 
mitotic figures are seen. There are numerous cells in 
which chromatin material is collected in a dense mass. 
This is interpreted as marked hyperplasia secondary to 
chronic inflammation, but is suggestive of early malig- 
nant change.” 


This case has been carefully followed since and in 


two months the vaginal mucous membrane was nor- 
mal. The patient is alive and well today. 


Case 3—C. T. (71832), aged 16, colored, single, para 
0, gravida 1, was seen on December 1, 1934. Her chief 
complaint was of vaginal discharge, and she had missed 
periods. 

The last menses had occurred six months before (?). 
For a period of three months the patient had noticed a 
profuse, irritating vaginal discharge and increasing size 
of the abdomen, with some urinary frequency. 

Examination showed pregnancy at term. Cervix and 
vagina were studded with soft, papillary growths, 
slightly grayish-pink in color and granular, not particu- 
larly friable, and they did not bleed freely. There was 
a profuse purulent vaginal discharge and a generally 
contracted pelvis. 

Laboratory examination showed: red cells 3,570,000; 
white cells, 7,400; hemoglobin, 88 per cent. The urine 
contained a faint trace of albumin, but was otherwise 
negative. 

On December 2, 1934, pathological report showed 
papillary carcinoma of the vagina (biopsy from vaginal 
lesions) (Fig. 2). 

On December 24, the patient had a forceps delivery, 
followed by a normal convalescence. 

The patient was seen in the dispensary later and her 
vagina was normal. 

On May 1, 1936, she returned to the clinic five months 
pregnant; the cervix and vagina showed the normal 
changes of pregnancy, with no evidence of papillary 


Fig. 1 
Low power showing papillary hyperplasia resembling car- 
cinoma, but basement membranes intact. Stroma is new 
and the epithelial papillae are branched simulating invasion. 
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Fig. 2 


High power: papillary hyperplasia, epithelial cells keratiniz- 
ing. No invasion of the stroma. Mytotic figures fre- 
quently seen in sections. 


growth. Instrumental delivery was done and there were 
no complications. 

This patient is alive and well today, and has no vagi- 
nal disturbance. 


Case 4.—A. P. (88067), aged 27, colored, single, para 
0, gravida 1. 

The patient was examined on May 15, 1935, when her 
chief complaints were vaginal discharge and missed 
periods. 

After missing her second menstrual period she began 
having a vaginal discharge, burning on urination, and 
vaginal itching, with some nausea. 

Examination showed a diffuse vulvitis with multiple 
warty growths over the vagina and cervix, which were 
soft and did not bleed easily. There was a purulent 
vaginal discharge; no external growths; normal pelvis 
and pregnancy of about four months. 

Laboratory findings were: red cells, 4,220,000; white 
cells, 7,800; hemoglobin, 78 per cent. The urine con- 
tained a faint trace of albumin. 

Pathologic report showed papillary hyperplasia of 
the vagina (specimen removed only from the vagina). 


The patient had a spontaneous miscarriage shortly 
after her appearance in the clinic. There were no 
complications. Within two months after her miscar- 
riage she had a normal vagina and cervix and had not 
been seen since. 


Case 5.—M. S. (74382), aged 18, white, single, para 0, 
gravida 1, was seen on February 17, 1936. 
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: Her chief complaints were discharge and missed pe- 
rio 

She had missed three periods. About one month pre- 
viously she began having a profuse discharge and itch- 
ing and frequency of urination; no nausea of note. 
Otherwise she was well. 

The vulva was red and congested; excoriated areas 
suggested scratching; the vagina was filled with papil- 
lary growths that appeared in clumps. Especially on 
the posterior wall of the cervix there was confluent 
growth which was ulcerated and bled on touch. The 
vagina and vulva were very tender and showed an 
abundance of purulent discharge. The pelvis was other- 
wise normal with about a 3% months pregnancy. 

Laboratory findings were: red cells, 3,840,000; white 
cells, 9,200; and hemoglobin, 76 per cent. The urine 
contained one plus albumin and was negative for sugar. 

Pathologic report showed hyperplasia of the vaginal 
mucosa. 

Under careful treatment with rest and 1:1,000 potas- 
sium permanganate douches, the discharge was reduced. 
Normal delivery occurred and within two months from 
the time of delivery the patient had no vaginal dis- 
charge; the vagina was normal in appearance. When 
last seen over a year later she was well, with no vaginal 
disturbance. 


Case 6.—Mrs. R. G. C., aged 37, white, married, para 
3, gravida 4, on August 15, 1936, complained chiefly of 
vaginal discharge, itching and pelvic weight. 

She began having vaginal discharge and itching at 
2% months of pregnancy, with some urinary frequency. 
She had had less treuble with this pregnancy than with 
any of the others. There had been no previous symp- 
toms of discharge. 


The vulva was red and irritated and bathed in puru- 
lent discharge. There were no papillary lesions ex- 
ternal to the vaginal meatus. The vagina was filled 
with polypoid growths like the tops of pine trees, and 
covered with purulent discharge. The cervix likewise 
was covered with polypoid growths, but to a less ex- 
tent. 

The vagina was tender, but did not bleed readily. 
The pelvis was otherwise negative. 

Laboratory findings were: red cells, 3,840,000; white 
cells, 8,460; hemoglobin, 71 per cent. The urine con- 
tained a trace of albumin and was negative for sugar. 

Pathologic report showed papillary hyperplasia of 
the vagina and cervical mucous membrane (Fig. 3). 

Normal delivery occurred at term. Six weeks after 
delivery the vaginal mucous membrane was normal in 
appearance, with no discharge. The patient is alive 
and well to date and has no vaginal disturbance. 


Because of the extreme irritation in this case, 1:1,000 
potassium permanganate douches were not sufficient 
to keep the patient comfortable, so the vagina was 
treated each week with a 5 per cent solution of silver 
nitrate, which reduced the vaginal discharge and kept 
down the subjective symptoms. 


Case 7—E. L. P., aged 18, colored, single, para 0, 
gravida 1, on September 30, 1936, complained chiefly of 
discharge and vaginal irritation. 


She was six months pregnant. An irritating vaginal 
discharge had begun in the third month. Associated 
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Low power _ Shows papillary hyperplasia. 
projection with delicate vascular stroma. 
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with this there had been frequency of urination and 
vaginal itching. 

Examination showed a six months pregnancy; the 
vagina and cervical areas were covered with warty 
growths, which gave the appearance of tops of a pine 
forest. Theze were covered with a purulent vaginal 
discharge; the vagina was quite tender, did not bleed 
easily and was not excessively fragile. The cervix was 
likewise involved. There was no_ ulceration. 

Laboratory findings were: red cells, 3,480,000; white 
cells, 8,640; hemoglobin, 71 per cent; urine negative. 

Pathologic report on October 3, 1936, showed papil- 
lary hyperplasia of the vagina. 

On January 16, 1937, she had a precipitate delivery, 
with no complications. 

In six weeks’ time after delivery no trace of vaginal 
hyperplasia could be found. The patient was well. 


Case 8—B. M. R. (27684), aged 36, colored, mar- 
ried, para 2, gravida 3, on March 16, 1938, complained 
chiefly of vaginal discharge. She was pregnant. 

Her last period occurred August 8, 1937. She had no 
trouble until about the third month of pregnancy, when 
she began to have some frequency of urination. She 
later noticed a vaginal discharge and heaviness in the 
pelvis; no nausea; some vaginal itching at times. Other- 
wise she felt well. 

Examination showed a purulent vaginal discharge 
and papillary overgrowth, especially along the posterior 
wall of the vagina. A polypous growth covered most 
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of the external os of the cervix and extended out along 
the vaginal wall. 


Laboratory findings were: red cells, 3,860,000; white 
cells, 8,480; hemoglobin, 76 per cent. The urine con- 
tained a slight trace of sugar; albumin was negative. 


Pathological findings were condylomata of the cervix 
with papillary hyperplasia of the vaginal mucosa. 

The patient was treated with 1:1,000 potassium per- 
manganate douches daily; she had a normal delivery 
and convalescence. In less than two months all trace 
of vaginal hyperplasia had disappeared. 


The polypoid mass was removed from th> cervix at 
the time of biopsy, and aside from chronic endocervicitis 
there was no evidence of a pathologic condition in the 
cervix. The patient is alive and well to date, with no 
symptoms. 


COMMENT 


In review of these eight cases of hyperplasia 
of the cervix and vagina in association with preg- 
nancy, certain things are noted which these pa- 
tients have in common. The symptoms usu- 
ally appzared in the third month of pregnancy, 
with vaginal discharge and itching. The dis- 
charge was rather profuse and purulent. 

Examination revealed a vulvitis with the va- 
gina covered with purulent discharge, beneath 
which are papillary-like growths that simulate 
the tops of pine trees in appearance, which may 
practically cover the entire vaginal mucous mem- 
brane or occur in clusters, or occasionally are 
singular. In most instances the cervix is to a 
certain extent studded with less involvement 
than the posterior vaginal wall, the lesions have 
not a tendency to ulcerate as early as carcinoma, 
and they are not associated with a watery dis- 
charge. The discharge is usually thick and pu- 
rulent, and not associated with abnormal vaginal 
bleeding. The lesion does not give the appear- 
ance of extension by contact, and is not asso- 
ciated with induration at the base of the growth 
in the vaginal mucous membrane. These 
growths are not extremely brittle and do not 
bleed with manipulation as readily as do cases 
of carcinoma. They are soft and vascular to 
palpation, in contrast to hard, brittle, cellular 
carcinomatous lesions. 

In none of these cases has there been any 
lesion on the skin of the vulva in spite of the 
fact that at times there was extreme vulval irri- 
tation. This hyperplasia seems to involve only 
the mucous membrane of the cervix and vagina. 

In most instances they responded satisfactorily 
to 1:1,000 potassium permanganate douches; in 
two instances this was not sufficient to reduce 
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the discomfort, and 5 per cent solution of sil- 
ver nitrate weekly was sufficient to keep the irri- 
tation and discharge under control. The usual 
measures carricd out with normal pregnancy 
were followed, and in none of these cases was 
there a complication of puerperal infection. 

The cause of such hyperplasia is conducive 
to speculation. Goldblatt* has shown that diet- 
ary deficiency of vitamins A and D alone is ade- 
quate to induce metaplasia of columnar, cuboidal 
and transitional epithelium to the squamous 
keratinizing type in some organs. Whether this 
is a vitamin deficiency, we do not know. In 
some of the cases we do know that there was no 
dietary disturbance. In some of the colored 
patients this may have been a factor. Such a 
relationship may be determined by further 
studies. 

Some of these growths are in many respects 
like condylomata, yet in none of the cases was 
there a history of a positive Wassermann or 
suggestive evidence of syphilitic infection, so 
this cannot have been a causative agent. 

We know that pituitary and ovarian hormones 
have the property, experimentally, of producing 
hyperplasia of vaginal mucous membrane, and 
if we review these cases, we find one-half of 
them are single and under 25 years of age, 
which infers abundant sexual activity. The re- 
maining half are under 40 years of age. All are 
active and in vigorous health, have had few 
symptoms with pregnancy, and in the multip- 
arous women, the pregnancy associated with the 
vaginal and cervical hyperplasia has been the 
easiest, with very few subjective symptoms, 
which may suggest at least a vigorous state of 
health. 

The additional facts that these patients had 
no lesion until the third month of pregnancy, 
and that the lesions disappeared within two 
months after the termination of pregnancy, re- 
gardless of whether it was full term or a prema- 
ture abortion, are in themselves suggestive of 
hormonal association with pregnancy. We know 
that both estrone and anterior-pituitary-like se- 
cretions are greatly increased in the circulating 
blood after the third month, so one can, I be- 
lieve, infer that due to some abnormal or ex- 
cessive secretion of pituitary and ovarian hor- 
mones one can expect abnormal vaginal and 
cervical hyperplasias in association with preg- 
nancy. 

The question arises whether cellular changes 
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noted by the pathologist are sufficient to estab- 
lish a diagnosis of cancer in the face of the 
clinical findings and results to the contrary. 
There seems to be no doubt about the fact that 
cancer can be diagnosed from cell changes 
alone, even when no other criterion of malig- 
nancy is present. The fact that all of these 
“precancerous lesions” do not go on to actual 
cancers does not in the least detract from their 
importance in the prevention of cancer, and a 
guarded attitude must be assumed. In such 
cases frequent local examinations with studies 
and biopsies to ascertain what changes such 
lesions may develop towards malignancy are im- 
perative. 


“Precancerous” or cancerous lesions in the 
young, pregnant mother usually carry a grave 
prognosis. We are presenting a group of pre- 
cancerous I<sions which provides a hopeful prog- 
nosis to such women. In no way do we wish to 
disregard the pathologic diagnosis in these cases, 
but with further study and greater familiarity 
with these hyperplasias of the vagina associated 
with pregnancy, we can develop more concrete 
knowledge of their cause, and a better prognosis 
can be established. 


SUMMARY 


(1) Eight cases have been presented of hyper- 
plasia of the vagina and cervical mucous mem- 
brane in association with pregnancy, which sim- 
ulated carcinoma, but which disappeared after 
the termination of pregnancy. 


(2) Possible causes of such hyperplasias are 
abnormal hormonal stimulation of the vaginal 
mucous membrane in association with preg- 
nancy or deficiency of vitamins A and D. 


(3) Such hyperplasias associated with any 
pregnancy are not respectors of race and do 
not necessarily indicate a probability of recur- 
rence. 


(4) Usual methods of cleanliness are suffi- 
cient to relieve symptoms during pregnancy. 
After delivery the lesions disappear and leave 
no scarring of the vagina. 


(5) Radium therapy is not indicated, and 
termination of pregnancy is unnecessary. Post- 
partum infections have not occurred in this se- 
ries, and the hyperplasias have all disappeared 
within two months after the termination of preg- 
nancy. 
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DISCUSSION (Abstract) 


Dr. Quitman U. Newell, St. Louis, Mo—In the past 
twenty-five years I have seen very few cervical hyper- 
plasias, probably five or six, but I have seen quite a 
number of vaginal hyperplasias. 


Dr. Johnson attempts to define a precancerous le- 
sion. I believe it would be fitting to leave out the 
term precancerous in describing these hyperplasias and 
vagina. They are purely and simply benign lesions. 


Hyperplasia of the cervix during pregnancy is occa- 
sionally seen, but it is not common. In pregnancy, the 
cervical mucous membrane normally takes no part in 
the formation of decidua. It is true it shows some 
stimulation and thickening, but this is usually insig- 
nificant. In all the cases described by Dr. Johnson 
there was a history of irritation and profuse vaginal 
discharge which was particularly noticeable at about 
the third month of pregnancy. Shortly after the de- 
livery of the baby the condition was spontaneously 
cured. This increase in irritation and vaginal dis- 
charge may be partially explained by the hormonal 
theory, but I am inclined to believe that an old infec- 
tion of the cervix was present when the pregnancy took 
place and, due to the normal activity of the cervical 
glands during pregnancy, there is set up an irritation 
of the cervical mucosa, causing the hyperplasia and at 
times small mucosal polyps to develop. In vaginal hy- 
perplasia the symptoms were practically the same. Dr. 
Johnson described the lesions as follows: the vagina 
is covered with purulent discharge, beneath which are 
papillary-like growths that simulate the tops of pine 
trees in appearance, which may practically cover the 
entire vaginal mucous membrane or occur in clusters, 
or occasionally are singular. These growths are not 
friable and do not break off and bleed with manipula- 
tion; they are soft and vascular to palpation. If they 
were carcinomatous they would be firm, indurated, 
granulomatous, bleed very easily and present other 
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characteristics of carcinoma. A biopsy should be taken 
in all cases to make the diagnosis. 

It appears to me that these hyperplasias are nothing 
more than condylomata. All of us are agreed that 
condylomata are the result of persistent irritation and 
discharge and sometimes occur in great profusion and 
occasionally they coalesce and form large papillary 
masses. There are two forms: condylomata lata, the 
flat type, associated with syphilis, and condylomata 
acuminata, the pointed or pine tree thistle type, not 
associated with syphilis. This latter type is always 
associated with irritation and profuse discharge. The 
reason they are more commonly seen during pregnancy 
than otherwise is that during the early months of 
pregnancy there is a much increased vaginal discharge 
in many instances, and my experience has been that 
there was always a chronic cervicitis in addition to the 
profuse vaginal discharge which may even in itself be 
the result of the chronic cervicitis, or at times a Tri- 
chomonas vaginalis, admitting that pregnancy hormones 
may also be an etiological factor. I have never con- 
fused these lesions with cervical or vaginal carcinomas. 


The treatment of this condition is simple and very 
efficacious. Most cases respond to cleansing antiseptic 
douches as 1-1,000 solution of potassium permanganate 
or acriflavine and glycerine vaginal instillations. Rarely 
does one have to resort to incision of the growths and 
fulguration. 


Dr. E. Payne Palmer, Phoenix, Ariz——Dr. Johnson’s 
paper has been especially interesting to me because dur- 
ing the first year that I was in private practice I saw 
three such cases, all of rather extreme degre2. In the 
first case seen, I suspected a cancer and called a surgeon 
as consultant. He made the diagnosis for me and ad- 
vised the use of a 10 per cent solution of nitrate of 
silver. I am glad to know that Dr. Johnson thinks 
that this treatment is still advisable. 


In thirty-eight years of active practice I have seen 
eighteen cases. In the early years biopsies were not 
made to aid in diagnosis. Many of the cases were ques- 
tionable malignancies until observed and treated. 


In recent years I have had some very satisfactory 
results follow the application of superficial electrocoag- 
ulation in addition to the silver nitrate solution. I have 
not detected carcinoma in any of the cases that I have 
been able to follow up. 


Dr. E. C. Hamblen, Durham, N. C.—In recent years 
there has been an expanding appreciation of the effects 
of the various sex sterols (estrogens, androgens and 
progesterone) upon mucous membranes and glandular 
and epithelial structures. Physiologic and pathologic 
functional alterations of the endometrium have been 
associated with the varying cyclic influences of estrogens 
and progesterone. We talk less now of chronic cystic 
mastitis; instead, a term cyclomastopathy is cominz 
into use to designate functional pathology of the breast 
related to abnormal responses to normal or abnormal 
influences of the sex endocrine agents. Similarly there 


has been a gradual unfolding of the role of the sex 
sterols, in particular that of e:trogens, in the biology 
of the vaginal mucosa. 
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Recently, the cervical’ mucosa has been a subject of 
attention and investigation. Wollner (Amer. Jour. Obst. 
& Gyn., 36:10, 1938) has described the occurrence of 
cyclic alterations in the patterns of the cervical glands 
during various phases of the menstrual cycle, and has 
suggested that cervical biopsies or curettings may yield 
data as significant as those obtained from endometrial 
biopsies. May we not come to regard eventually many 
alterations formerly classified as cervicitis as normal 
or abnormal responses to cyclic endocrine influences 
just as now no longer do we use the term glandular 
endometritis to refer to a normal progestational endo- 
metrium ? 


The hormonic plethora of pregnancy normally pro- 
duces a striking hyperplasia of the endocervix, one so 
marked that in the latter months the endocervix con- 
stitutes as much as one-half of the entire cervical cone. 
There is a striking hon -ycomb appearance due to the 
widely distended glands. May the polypoid hyperplasias 
described by the essayist not represent an exaggeration 
of these characteristic and normally occurring hyper- 
plastic changes? I would discount the role of in- 
fection in the origin of these polypoid hyperplasias. I 
would be inclined to relate tieir occurrence to an un- 
usual sensitivity or receptivity of these mucous mem- 
branes to the high titers of the sterols, particularly 
estrogens, rather than to abnormal excess of hormones. 
Might not this supposed increased sensitivity of these 
tissues be a characteristic which might predispose to 
the subsequent development of carcinoma? The much 
feared possibility that som2 of the sex sterols may pos- 
sess carcinogenic potentialities may have some founda- 
tion, especially when they are vizwed as being possible 
exciting agents in the presence of tissues inherently 
hypersensitive to them? 


Dr. Johnson (closing). —Previously I have considered 
these cervical and vaginal hyperplasias as condyloma- 
tous growths, and I think they should be considered 
as condylomata. What I would like to know is, what 
should one do when he is confronted with three out of 
eight cases which are called squamous cell carcinoma 
of the cervix by competent pathologists. With all due 
respect to pathological knowledge, we have to take 
this deficiency into consideration and when such changes 
are suggestive, despite the fact that clinically we call 
them condylomatous growths, they nevertheless give us 
a great deal of anxiety. These are characterized by 
being limited to vagina and cervix in contrast to those 
found on the skin. At no time is radium indicated in 
their treatment. 


I am greatly indebted to Dr. Palmer for reporting 
18 similar cases and the results obtained. 


There were no polypous conditions on the external 
os of the cervix associated with these growths. They 
were all on the wall of the vagina and principally con- 
dylomatous growths on the posterior wall of the cervix. 
No polypous growths present. 


I am greatly indebted to Dr. Hamblen who, as you 
know, is an authority on the subject, in that he concurs 
with me that these growths are probably the result. of 
an abnormal endocrine condition. I feel that when a 
man of Dr. Hamblen’s standing makes a statement of 
this type that we are progressing toward at least a 
clearer and better understanding of this subject. 


|| 
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UNDESCENDED TESTES* 


WITH SPECIAL REFERENCE TO TOREK’S TYPE OF 
ORCHIOPEXY 


By D. C. Donatp, M.D. 
Birmingham, Alabama 


The cryptorchid, whether he has his anomaly 
as a result of mechanical or physiological faults, 
is dependent on proper management for his re- 
lief. The treatment in the two types of unde- 
scended testes is essentially different. Surgery 
undertaken during the prepubertal stage offers 
the best results to the cryptorchid whose trouble 
is due to mechanical changes; whereas those 
cases resulting from physiological causes respond 
best to observation and medical therapy. Co- 
ley' has placed the frequency of undescended 
testicle at 1.67 per cent. This was based on a 
study of 80,736 cases of hernia. According to 
the War Department’s record during the World 
War, there were 3.1 per cent of undescended 
testes for every thousand men examined. Ec- 
cles* found 2 per cent of undescended testes in 
48,000 hernias. The statistics of the Austrian 
army show that 2.2 per cent occurred in every 
thousand men drafted for military service. 

It was estimated by Bevan* that 25 per cent 
of undescended testes are physiological in type 
and that the testis would descend in the scrotum 
before the patient reached the age of 8 or 10 
years. Bilateral cryptorchidism occurs in about 
25 per cent of the cases. Some observers have 
stated (Rea*) that the incidence of right-sided 
maldescent is equal to that of bilateral and left- 
sided retention combined. 

The anatomical changes noted in the unde- 
scended testis are that the organ is smaller and 
softer in consistency. Usually the epididymis 
is well developed. The cord is shortened and 
fascial strands and adhesions are present. Most 
often the vas deferens is ample in length, while 
the vessels are of insufficient length because of 
adhesions. There are also changes in the scro- 
tum. The most marked and constant change 
is in the bilateral type, where the scrotum after 
puberty is rudimentary. 


The mechanical and physiological types may 
be differentiated by a simple test. The patient, 
stripped of clothing, is placed on a table in a 


*Read in Section on Surgery, Southern Medical Association, 
Thirty-Second Annual Meeting, Oklahoma City, Oklahoma, No- 
vember 15-18, 1938. 


supine position. Then with the finger pushing 
the testis down the inguinal canal from its upper 
end, the physiological type is proven if the testis 
can be pushed into the scrotum. 

With regard to the etiology of the undescended 
testicle, John Hunter’ and Bland-Sutton® inde- 
pendently and one hundred six years apart at- 
tributed the failure of descent of the testis to an 
imperfection inherent in this organ. They both 
concluded that the normal impulse of a testis is 
irresistible. The general belief has been freely 
expressed in the importance of the gubernaculum 
in affording a directing and possibly a tractor 
influence. R. H. Hunter’ disclaimed the guber- 
naculum theory on the basis that the gubernacu- 
lum has no point from which it can perform the 
function of a tractor. He believes it is the intra- 
abdominal pressure which increases as fetal life 
preceeds that is responsible for the forcing of 
the testis from the abdomen. It is the opinion 
of this writer, after observing the cryptorchid 
patient, both clinically and through findings at 
operation, that changes occur in the chorda gu- 
bernaculum, atrophy of scrotum is present, and 
an overdevelopment of dartos muscle occurs. 
In addition, in the inguinal canal structures, the 
shortness of the spermatic cord, the presence of 
thick fibrous bands about the cord and a stenosis 
of the external ring are noted. Finally, it is 
observed that the physical characteristics of the 
cryptorchid are frequently those of obesity, 
which, with skeletal changes noted after pu- 
berty, indicate an endocrine imbalance. 

The normal semen contains upwards of one 
hundred million actively motile spermatozoa per 
cubic centimeter (Moench*). Moore and 
Quick® have shown that the temperature of the 
abdomen is several degrees higher than scrotal 
temperature, therefore the abdominally and peri- 
toneally - placed testis undergoes degenerative 
changes due to this added heat, but only after 
puberty. The extent of changes depends upon 
the length of time after puberty that the testis 
remains ectopic. The result of the increased 
temperature causes a degeneration of the semi- 
niferous tubular epithelium, diminishing or com- 
pletely inhibiting the production of sperm. 
Myer,!° supporting Lothiessen, states that if a 
testis does not produce spermatozoa it is still 
useful because of its producing secondary sex 
characteristics and seminal fluid. Thus through 
orchiopexy the undescended testis is aided in 
the elaboration of the secondary sex hormone 
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and it is possible for an individual so treated 
to lead a happy marital life. This is noted in 
patients with bilaterally undescended testes. 
Among the complications of ectopically placed 
testes are malignancy and torsion. Malignancy 
occurs in about 2 per cent of the cases (Rea and 
Wangensteen!') and is more frequently found 
in inguinally placed testis (11 per cent Ordione- 
Simmons,!* 8.8 per cent Coley'*). The inci- 
dence of malignancy, according to Wangensteen 
and others, is so remote as to make orchidectomy 
as a prophylactic procedure undesirable. Tor- 
sion of the testis and strangulation of the cord 
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occur most commonly where a hernia complicates 
ectopic testis. 


SURGICAL CONSIDERATIONS 


In addition to the well-known procedure of 
Bevan!* and of Torek,'® some forty-odd techni- 
cal methods have been devised by surgeons seek- 
ing a consistently satisfactory orchiopexy. Until 
the past decade and a half, the Bevan type of 
operation was the one most frequently em- 
ployed. In this technic, Bevan advocated clear- 
ing the inguinal canal of the intercolumnar fas- 
cia, cremaster muscle, and, by blunt dissection, 
the separation and removal of the constricting 


Fig. 1 Fig. 2 
Fig. 1. Incision made opposite inguinal canal for a hernia operation. 
Fig. 2. t 
cision. 
Fig. 3 


paratory to separating its component parts. 


Fig. 3 
Incision through external oblique fascia. 


Ectopic testis seen in middle of inguinal canal shows clamps applied to gubernaculum testis preparatory to ex- 


Testis freed all except the cord. Dotted line represents incision made into cord through the cremaster muscle pre- 


Fig. 6 


Fig. 4 Fig. 5 
Fig. 4. Testis lying free on thigh though the cord remains short by the constricting bands. Stump of hernia sac is transfixed 
with chromic catgut. The stump of sac lies internally to the cord. 
Fig. 5. Showing manner of separating the fibrous bands from cord with fingers. 
Fig. 6. All bands excised, cord lengthened sufficiently preparatory to tunneling, attachment of scrotum to thigh and plant- 


ing the testis into the thigh bed. 
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bands about the spermatic vessels. He removes 
the vaginal process and makes a pocket in the 
scrotum for the deposition of the testis; then 
by placing a purse-string suture through the deep 
skin fascia and anchoring this to the aponeurosis 
of the external oblique muscle, but not including 
the spermatic cord, he hopes to keep the testis 
in the scrotum. The Torek’s technic, of which 
many variations have been offered, is, in our 
opinion, the most satisfactory operation. It is 
a two-stage procedure for unilateral and a three- 
stage for bilateral undescended testes. The Torek 
technic follows Bevan’s operation in clearing out 
the inguinal canal structures, but goes further 
in that he does not depend on internal scrotal 


fixation for maintaining the position of the testis. 
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Instead, Torek makes an incision in the scrotum 
in its lower outer portion and in an oblique 
transverse direction. A similar incision is made 
in the skin of the thigh at a point where the 
testis may lie easily and without undue trac- 
tion. The testis, or its tunica, is sutured to the 
fascia of the thigh and the wound edges of the 
scrotum are sutured to the edges of the thigh 
incision. The openings in the skin of the scro- 
tum and the thigh are to be of sufficient length 
to avoid atresia from scar tissue. This scar 
tissue may interfere with the circulation of the 
testis by constricting the vessels which furnish 
its blood supply. The scrotum remains con- 
nected to the skin of the thigh for an average 
of three to four months, after which time the 


Fig. 7 
Fig. 7. 
Fig.. 8. 


rupted sutures of chromic catgut. 
Fig. 9. The posterior suture line completed. 


Fig. 8 
Fingers extending from lower end of hernia incision into scrotal sac stretching and elevating its rudimentary walls. 


Transverse oblique incision made in thigh (incision is opposite the base of the scrotum) exposing the fascia lata. A 
similar transverse oblique incision is made in the scrotum. 


Fig. 9 


Insert shows the method of placing the posterior inter- 


Fig. 10 


Fig. 11 Fig. 12 


Fig. 10. Alis forcep passed through opening of scrotum into the inguinal wound to grasp the testis # ‘the remnant of the 
gubernaculum to bring into the thigh and scrotal wound. 


Fig. 11. 
Fig. 12. 


Testis sutured to the fascia lata with three interrupted chromic sutures. 
Anterior thigh, scrotal wound closed by interrupted silk sutures. 
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scrotum is separated by a second stage opera- 
tion. Then the testis is carefully dissected from 
the fascia lata and returned to the scrotum. The 
wound in the skin of the scrotum is sutured over 
the testis and this is followed by closure of the 
wound in the thigh. 

In evaluating these major procedures, Bevan’s 
operation falls short of retaining the testis in 
the scrotum. This failure is due to insufficient 
anchorage of the testis to combat the traction 
caused by the contraction of the blood vessels 
and of the dartos muscle. In the hands of 
Bevan, the percentage of cures has been greater 
than in the hands of the average surgeon. This 
may be due to the fact that Bevan operates 
upon his cases at an earlier period of life; when 
the contractile power of the vessels is not so 
great as is found at the time the operation is usu- 
ally attempted. It has been noted that after 
several years these patients usually have the 
testes in a high scrotal position, even at the ex- 
ternal ring. It has also been observed that there 
is more often atrophy of the testes in Bevan’s 
type of procedure than in Torek’s. Atrophy may 
be the result of compression of the testis at the 
purse-string level by the traction on the vessels. 
Mimpriss**® claims that an orchiopexy of Bevan’s 
type is unsatisfactory as a routine procedure. 
In an analysis of clinical material, he found that 
approximately only 40 per cent of seventy op- 
erations had satisfactory results. Torek’s opera- 
tion, by anchorage of the testis at a fixed point, 
the fascia of the thigh, maintains its position 
for a sufficient time to overcome the contraction 
of the blood vessels of the spermatic cord. It 
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also is possible that through attachment of the 
testis to that of the thigh bed, the organ receives 
a collateral circulation promoting its growth 
(proposed by Torek and refuted by Wangen- 
steen). With the continuous stretching of the 
scrotum, thereby enlarging the chamber for the 
anatomic result and overcoming the contraction 
of the dartos muscle, the Torek operation ful- 
fills the requirements for a successful orchio- 
pexy. A poor result in the Torek operation, we 
believe, can be attributed to a failure to carry 
out the principles of the operation. Deviations 
from ideal surgical technic also account for many 
failures. 

Certain essential factors must be fulfilled when 
we operate to correct undescended testes, be it 
unilateral or bilateral, if we are to expect a suc- 
cessful result. The preservation of the blood 
supply of the already physiologically hampered 
testes gives it every chance to grow and function. 
In creating a bed for the testis the rudimentary 
scrotum must be stretched to overcome the con- 
tracture of the dartos muscle. Lengthening the 
spermatic cord to permit the testis to lie in 
the bottom of the scrotal sac without exerting 
undue traction on the vessels is also essential. 
If by careful dissection the cord cannot be suf- 
ficiently lengthened, which occurs in a very small 
percentage of the cases, a successful result is 
automatically obviated. In this type, we feel 
it might be properly considered then to make the 
testis a peritoneal organ rather than to leave 
it in the inguinal canal. Bevan’ advocates in 
this group of cases (5 to 10 per cent) that a 
severance of the spermatic vessels should be 
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Fig. 13 Fig. 14 Fig. 15 


Fig. 13. First layer of sutures placed in the repair of the hernia. 


Cord not transplanted but permitted to emerge at the pubis. 


Fig. 14. Showing external aponeurosis closed with interrupted chromic sutures. 
Fig. 15. Skin of hernia wound closed with black silk and tape of iodoform gauze placed in crotch beneath the scrotal-thigh 


attachment. 
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done. However, following up these cases, it has 
been found that atrophy of the testis always 
occurs. Wangensteen has proposed a division 
of both the internal oblique muscle and trans- 
versalis fascia down to the external ring to 
permit a lengthening of the cord. The removal 
of the hernial sac and the repair of the hernia 
is done by the Bassini method. Preoperative 
care of the field of operation is essential. Since 
the genital area is richly supplied with sweat 
glands, it is necessary to remove the secretions 
by thorough cleansing with green soap and water 
the night before and the morning of operation. 
This should include the area from the umbilicus 
to the mid thigh region. During operation, 
thorough hemostasis at the point of anastomosis 
is also very essential. 

Postoperative care should aim to relieve the 
traction on the anastomosis and on the trans- 
planted testis. This may be done by flexion of 
the thighs at an angle of 45 degrees. It is also 
important that abduction of the thighs be pro- 
hibited so that the line of anastomosis will not 
be broken. This is accomplished by fastening a 
sheet about the knees. A strip of iodoform gauze 
should be placed in the opening at an angle of 
the groin after operation. General anesthesia 
should be used in preference to local or spinal. 
The hospital confinement is that for an ordi- 
nary hernia repair operation (18 days). The 
patient is then permitted to return to normal life 
and after three to four months he is to return 
for the second stage operation, which usually 
confines him to bed for three to four days. 

It is generally agreed that orchiopexy should 
be done before puberty, preferably between the 
age of 8 and 10 years, or at a time when asepsis 
can be maintained by the cessation of uncon- 


Fig. 16 


leg below knee. 
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trolled micturition. In this way, an important 
factor in the avoidance of infection and the sub- 
sequent slough of the testis is obtained. Cer- 
tainly, the operation offers the best result for fu- 
ture fertility, if it is done before puberty. For, as 
has been shown, only 10 per cent of bilaterally 
undescended testes can propagate, whereas Mc- 
Collum!* has raised this percentage to 82 by 
orchiopexy done before puberty. 

ENDOCRINE THERAPY IN THE TREATMENT OF 

CRYPTORCHIDISM 

During the past decade much enthusiasm has 
been aroused in the treatment of undescended 
testes with extracts of anterior pituitary gland 
or pregnancy urine. Engle,’® with many other 
investigators, has agreed that varying degrees 
of hypertrophy and hyperplasia in the interstitial 
cells occur after treatment with extracts of an- 
terior pituitary or pregnancy urine, but there 
is no success in the formation of spzrmatids or 
spermatozoa. 

Also, it is definitely recognized that admin- 
istration of gonadotrophic hormone to the crypt- 
orchid when there is a mechanical factor pre- 
venting the descent of the testis, has no value. 


The presence of a hormone in the urine of the 
cryptorchid in significant amounts may be com- 
pared to the increased excretion of the gonado- 
trophic hormone, found in the castrated man, 
indicating an insufficient activity of the gonads 
which fails to modify the normal or remove it 
from the blood. 


The best results from the administration of 
gonadotrophic hormone in the treatment of the 
cryptorchid is in the physiologically undescended 
testes and for the cases of adipo-genital dystro- 
phia. 

I have used anterior pituitary-like sex hor- 
mone of pregnancy urine for treat- 
ment. I inject 100 rat units daily 
into the subcutaneous tissues of the 
thigh for one month (total 3,000 
units). If, after three to six months 
of observation, no results have been 
obtained, surgical treatment of the 
undescended testis is advised. 
REPORT OF THE UNDESCENDED TESTES 


CASES OF THE HILLMAN HOSPITAL 
FOR A PERIOD OF 5 YEARS 


During a five-year period, from 
July, 1933, to July, 1938, thirty- 
seven cases of ectopic testis were ob- 


R. H. (col.). Showing position of patient following first stage Torek operation. served in the dispensary. Of this 
Note flexion of thighs. To maintain adduction of leg, towel is fastened about 


number twenty-nine were admitted 
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to the section on surgery; the remainder were 
discharged without operation on account of 
various intercurrent diseases, infancy, and so 
forth. Recently, through a follow-up system, 
fifteen of the operative cases have reported for 
examination. We found that there had been 
a successful repair of the concomitant hernia 
in all of the cases. There were four cases in 
which the testis was placed in the scrotum by 


Fig. 17 
J. B. Three months following operation for bilateral unde- 
scended testes. Note position of testes at bottom of scrotum. 


Fig. 18 
M. M. Six months following operation for bilateral unde- 
scended testes, Note position of testes at bottom of scrctum. 
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internal fixation. It was held in place with 
interrupted catgut sutures or by a fixation 
suture placed as a purse-string through the 
deep fascia opposite the neck of the scrotum, 
but not including the spermatic cord. 

There were nine cases in this group of fifteen 
supposedly operated upon by Torek’s method. 
Of the remaining, one case had an orchidectomy. 
This patient was 54 years of age with atrophy 
of the testis. In another case the spermatic 
cord was very short and the testis was found 
in the abdomen and was permitted to remain as 
an intraperitoneal organ. 


There were many interesting points in the 
study of this small group of cases. It was found 
that in the first group of cases (four) in which 
the testis was placed in the scrotum and handled 
as above mentioned, the organ was in a high scro- 
tal position or opposite the external abdominal 
ring with a varying degree of atrophy of the 
testis. In the cases operated by the Torek 
method (nine cases) six had the testis in the 
bottom of the scrotal sac, freely movable, with 
no atrophy, but with some enlargement of testis. 
In one of the three remaining patients, two days 
following the first stage operation, the scrotum 
separated from the thigh, drawing the testis with 
it. There was no attempt made to close the 
openings in the scrotum and thigh, but these were 
allowed to heal by epithelization. Six and one- 
half months later, when this examination was 
made, the testis was found drawn to the external 
abdominal ring with a moderate atrophy. 

In the second case of this group, the patient 
had a first-stage operation fourteen months be- 
fore the examination. The scrotum was found 
still attached to the skin of the thigh, and, at the 
point of union, a hard fibrous mass the size of 
an almond was found in the tissue of the thigh. 
From this mass a hard fibrous cord extended to 
the mid scrotum. There was no opening in the 
scrotum to represent the old opening at the 
point of attachment. No testis was found and 
it was presumed that the almond sized mass was 
an atrophied testis. In the third case, in which 
both stages of the Torek operation had been com- 
pleted, the testis occupied a central position in 
the scrotum, and showed a marked degree of 
atrophy. 

Of these cases cited, six of the nine orchiopexies 
done by the Torek technic were operated upon 
by the author. To this can be added fourteen 
private cases, making a series of twenty. In 
these twenty cases, nineteen had uniformly sat- 
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isfactory results. Remaining was the one case 
in which the testis was lost because of improper 
and inadequate preparation of the field of opera- 
tion. An infection followed the orchiopexy and 
the testis sloughed. 


In review, therefore, of the above cases, it is 
definitely shown that where the testis is placed 
in the scrotal sac and its fixation is from within, 
the results will be poor in maintaining a low 
scrotal position and avoiding atrophy. The re- 
traction of the testis is due to a contraction of 
the blood vessels of the cord and of the dartos 
muscle. Other factors involved in all technics 
are a failure to clear the inguinal canal of the 
cremaster muscle, intercolumnar fascia, and a 
thorough and complete separation of the fibrous 
bands or adhesions about the spermatic cord. 
It is the principle of continued adequate traction 
that has established the value of the Torek op- 
eration. 


To obtain a high per cent of cures in the op- 
eration of undescended testicle by Torek’s meth- 
od, good surgical principles are most essential, 
and they should apply to the preoperative prepa- 
ration, the operative procedure, and postopera- 
tive care. 
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DISCUSSION (Abstract) 


Dr. Robert L. Sanders, Memphis, Tenn From a psy- 
chological and a personality standpoint, unilateral or bi- 


lateral undescent of the testes is a matter of serious 
import. The effect on physical growth and develop- 
ment is very important also. And from the viewpoint 
of posterity the condition rivals that of sterility in 
women, a subject on which gynecologists have written 
volumes. A satisfactory operation that will bring the 
testis down into the scrotum and keep it there for the 
purpose of development and function will therefore be 
a major epoch in the life of the afflicted individual. 


May I remind you of the work done by Dr. Ballenger, 
of Atlanta, on the nonoperative treatment of unde- 
scended testes and the underdeveloped sex organs of boys 
and young men. He has used a suction device attached 
to a water faucet in his office, and in this manner a 
fair amount of force is used to draw the testes down 
into the scrotum. He has also used this for its effect 
upon the undersized sex organs and favorable results 
have been reported iz that he has seen them grow ap- 
preciably. His work was published in the SouTHERN 
SuRGEON a few years ago and I commend it to you for 
study. 


I have lived sufficiently long to meet with many dis- 
appointments in surgery. The greatest of these disap- 
pointments have been among our poor results from va- 
rious operative methods used in undescended testes. 
Until ten years ago the end result of my cases could be 
stated in terms of orchidectomy or the testicle retracted 
into the canai somewhere about the external ring. In 
1927 I began doing the Torek operation, and a great 
change occurred in my surgical practice. Success in- 
stead of failure in this type of work followed in my 
train. When Dr. Torek died a few months ago, he left 
to humanity a heritage that will magnify his name down 
through the ages. Unborn boys and young men who 
will be afflicted with tie condition will yet rise up and 
call him blessed. 


Several technical points avout the operation should 
be mentioned. The all-important step is to lengthen 
the cord sufficiently to draw the testicle well down into 
the scrotum and out into the thigh without using ten- 
sion. To do this, one should separate the vas from 
the vessels very early in the operation. The vas can 
usually be brought down easily. The vessels, however, 
are more difficult to elongate. Persistent dissection, the 
breaking of fibers and small bands of tissue which hold 
the vessels back, and the use of gentle traction at all 
times will be rewarded eventually by a sufficient clonga- 
tion of the vessels to allow them to be brought down 
and at the same time to retain enough blood supply to 
keep the organ alive, and growth will soon begin. A 
third point is the repair of the associated hernia. I do 
not transplant the cord; the fascia should be sutured 
where it lies. An effort to transplant the cord will 
shorten it slightly and thus to a certain extent the aim of 
the operation will be defeated. So far, we have had no 
failures in this operation. The results have been uni- 
formly good. It is the best operation in the book. 


Dr. S. L. Ledbetter, Jr., Birmingham, Ala—Dr. Don- 
ald’s paper is very timely, as we have read much about 
the treatment of undescended testes by the use of gonad- 
otropic substances. The first reports from its use were 
most encouraging, but subsequent reports would seem 
to indicate that they are not so useful as was first 
thought; and it is likely that the testes in many in- 
stances would have descended anyway. The adhesions 
about the cord in cases that I have operated upon 
would certainly not have been relieved by any method 
other than a mechanical procedure. I think it is most 
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important te do this operation as gently as possible to 
avoid any injury to the blood supply. I thoroughly 
agree with Dr. Sanders that it is best not to transplant 
the cord, as it definitely shortens it and is more apt to 
interfere with the circulation, and that an operation of 
the Andrews, Ferguson or Johns Hopkins type is to be 
preferred to the Bassini operation. 


Dr. Donald (closing) Twenty-five per cent of the 
cryptorchids will correct themselves; by the end of the 
eighth or tenth year of age the testis will be found in 
the scrotum. Should it fail to descend to its normal 
location, anterior pituitary-like hormone of pregnancy 
urine is given daily for a month. The resulting hyper- 
plasia of the interstitial tissue of the testis produced 
by this hormone will generally produce a scrotal posi- 
tion. 

The Torek operation for the mechanical cryptorchid 
is the method of choice in maintaining a low scrotal 
position of the testis. To give the individual the power 
of propagation in adult life, surgery should be done be- 
fore puberty. 

The concomitant hernia is best corrected by a modi- 
fied Bassini operation. The spermatic cord should not be 
transplanted, but permitted to emerge from the peri- 
toneal space over the pubic bone; and in placing the 
situres for the shelving layers avoid constricting the 
vessels of the cord. 


COLON BACILLUS INFECTION OF THE 
SKIN* 
REPORT OF A CASE INVOLVING THE HAND 


By H. Forp Anperson, M.D. 
Washington, District of Columbia 


The colon bacillus is not usually suspected as 
an etiologic agent in skin diseases. 

Aside from fissures, fistulae and possibly ab- 
scesses about the rectum or adjacent parts, I 
find no reference of any sort in the literature 
of skin pathology in which the colon bacillus is 
the offending agent. 

Yet we found it was the cause of a very un- 
usual lesion on the hand of a patient who was 
referred to me by his physician, Dr. James A. 
Rolls. 


REPORT OF CASE 


G. H. W. was a white male, aged 46, rather slight of 
stature, thin, wiry and of Scotch descent. He used to- 
bacco moderately and liquor moderately to excessively 
at times. 

In closing his garage door on December 27, 1936, an 
abrasion was produced on the back of his left hand. 
In a few days a painful nodule developed at the site 


*Read in Section on Dermatology and Syphilology, Southern 
Medical ieuabtion, Thirty-Second Annual Meeting, Oklahoma 
City, Oklahoma, November 15-18, 1938. 

*From the Department of Dermatology and Syphilology, George 
Washington University. 
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of the abrasion. His family physician opened the lesion 
and applied antiseptics locally. 

The lesion persisted and in a short time many new, 
similar nodules appeared about the original one. He be- 
came gradually worse and was referred to me on Feb- 
ruary 2, 1937. 

At this time there was a patch 4.5 x 2.5 cm. over the 
back of his hand. At the border of the patch were five 
or six bluish red nodules, varying in size from about 0.5 
cm. to over 1 cm. in diameter. They were rounded in 
contour and extremely painful and tender. The younger 
nodules were very hard and indurated, while the older 
ones were softer, but showed no definite fluctuation. On 
incision, a scanty, thick, viscid, foul odored, purulent, 
sanguinous fluid exuded. Within this sharply defined 
border of nodules was a fungating, granulomatous mass, 
elevated well above the normal skin surface. 

On first inspection this mass gave the impression of 
blastomycosis, but on closer examination there was a 
definite difference. Fungating strands, projections and 
ridges of granulation tissue grew up from the base. 
Between these fungating projections was a thick, soft, 
dirty, dry, grayish debris containing what appeared to 
be scales, dried purulent material and exudate. This 
debris filled in all the space between the proliferated 
granulations and constituted most of the clinical picture. 
The deposit could easily be curetted away almost down 
to the normal skin level. When this was done the 
granulations stood up in various sized peaks, the smaller 
ones showing considerable bleeding. 

This picture to me presented a clinical difference from 
any of the infectious granulomata with which I was 
familiar. There was not the even, precipitous border 
nor were the minute abscess pockets of blastomycosis. 
Within the border the dirty, grayish debris was unlike 
the crust of blastomycosis. The irregularity of the 


Fig. 1 
Photograph taken March 15. 
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Fig. 2 
Low power magnification. 


granulation tissue differed from th: common, verrucous 
appearance of the granulation tissue in that disease. It 
was also di:similar by many obvious clinical criteria 
from the other granulomata. 


Repeated examinations of scrapings and abscess fluid 
for fungi or yeasts wer2 entire’'y negative. On Sabou- 
raud’s media at room temperature, there was no growth. 
On agar plates under incubation, the smears showed a 
few colonies of streptococci and staphlylococci with nu- 
merous colonies of colon bacilli which I considered to be 
contamination and of no etiological significance. 


The Wassermann and urine tests were both negative. 


Histopathology—tThe histopathology is _ essentially 
that of a chronic, non-specific infectious granuloma. 


The epidermis shows mostly acanthosis, edema and 
marked cell infiltration. The rete malpighii shows very 
extensive irregular proliferation with finger-like pro- 
jections extending deeply into underlying structures. 
The prickle cell layer shows intra and cxtracellular 
edema and profuse infiltration with polymorphonuclear 
leukocytes. The basal layer is irregular. 


In the corium the changes are more marked in the 
superficial portion. There is a marked chronic inflam- 
matory cell reaction composed mostly of lymphocytes, 
plasma cells and monocytes, which occur mostly in 
groups. Giant cells of the Langhans type are evident 
as well as areas of liquefactive necrosis. 


METHOD OF TREATMENT 


Treatment was instituted using lightly filtered x-ray 
in 4% to % skin units at weekly intervals; potassium 
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iodid: was administered by mouth; and various anti- 
septics in wet dressings and ointments were applied. 
Light curettage and applications of silver nitrate 2 to 
10 per cent under ultra violet light were used between 
x-ray treatments. This general plan of therapy was 
used from February 2, 1937, to March 20, 1937. In 
addition, the patient’s diet was carefully balanced and 
he received three injections of nicotinic acid at weekly 
intervals. 


At the end of this time, the clinical picture was as 
bad, if not worse, than when we started, and the hand 
was causing just as much pain and discomfort. Dr. 
Lloyd Ketron, of Baltimore, was asked in consultation 
to check our findings and offer therapeutic suggestions. 
He, too, reported finding no yeast or fungi, but found 
colon bacillus in such preponderance to all other organ- 
isms that he considered it of possibl2 etiological impor- 
tance. If fermentation tests were done at any time, 
either at our laboratory or at Johns Hopkins, to differ- 
entiate B. coli communis from B. coli communior, the 
results are not available. 


Working on the hypothesis that the colon bacillus 
was of possible etiological importance, 0.05 c. c. of 
colon bacillus vaccine (Squibb-5,000 million per c. c.) 
was given intradermally high on the arm. This injec- 
tion produced a tremendous reaction accompanied by a 
very severe lymphangitis, hard, indurated, very painful 
and rope-like in character. The lymphangitis radiated 
both from the side of the injection and from the hand. 
The hand showed a very marked focal reaction which 
extended from the hand to the shoulder and was ac- 
companied by painful, indurated axillary lymphadenitis, 


Fig. 3 


High power magnification. Showing type of reaction, 
necrosis. 
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severe headache, general pains in the joints, frequency 
of micturition, and fever of 102° F. 


The same dose of colon bacillus vaccine similarly in- 
jected in three controls, two women and one man, pro- 
duced a local reaction that was identical in each case. 
Within twenty-four hours, redness reached a maximum 
of 1.5 inches diameter and it was accompanied by some 
tenderness. The color faded markedly in forty-eight 
hours and no other symptoms appeared. 


It was ten days after the injection before the reac- 
tion, both focal and local, had subsided fairly well in the 
patient. In contiruing the treatment, the vaccine was 
diluted 100 times and 0.05 c. c. of this dilution pro- 
duced reaction locally with red, tender induration only 
2 cm. in diameter. This dose was gradually increased 
to 0.2 c. c. in an effort to produce therapeutic desensitiza- 
tion. This desensitization was partially successful, for 
there was slight but definite improvement by the middle 
of April (after four weeks’ treatment). During this 
time the other therapeutic measures of x-ray, silver 
nitrate, ultra violet light and wet compresses alternating 
aluminum acetate and copper sulphate in weak dilutions, 
all of which had been to no avail before employing the 
vaccine as described, were continued. The process, 
however, was still very active and far from anything 
that even simulated recovery. 


Mandelic acid at this time was suggested as a thera- 
peutic possibility by a local genito-urinary specialist in 
a paper before a local society on the use of the drug in 
colon bacillus infections of the bladder. When given by 
mouth, the dose of mandelic acid is so arranged as to 
produce a 1 per cent concentration in the urine which 
must be made acid to pH 5.5 for the drug to be most 
effective. 


Pending further study on how to make the skin ex- 
actly the correct acidity and how to obtain the best con- 
centration of the drug for the skin lesion, I started a 
crude method of treatment on April 20, 1937. First I 
discontinued all the foregoing treatments, and then every 
four hours I alternated wet compresses of undiluted 
household vinegar, presumably to lower the pH, with 
wet compresses of mandelic acid 1 per cent. 


The improvement was sensational from this point. 
With no other therapy, the pain stopped within a period 
of hours. After four days, I noted very great improve- 
ment and at the end of ten days, April 30, the lesion 
had practically disappeared. The compresses were con- 
tinued for about two weeks longer. Periodic check-ups 
over the past ycar have revealed no signs of recurrence. 
The only sequelae, cicatrix and atrophy, are slight. 

After the institution of mandelic acid therapy, healing 
began so promptly and was so continuous that there 
was neither time nor need for more scientific study 
either as to the etiology or the therapeusis. 


SUMMARY 


The colon bacillus was found in a skin lesion 
repeatedly and in preponderance to other bac- 
teria. 


ANDERSON: COLON BACILLUS INFECTION 593 


Reaction to the vaccine was fulminating in 
character and checked by controls. 


Treatment with mandelic acid as described 
in the text was promptly and completely success- 
ful. 


In consideration of the fact that this organism 
has been well studied over many years, we are 
at a loss to explain the occurrence of a new 
pathological condition apparently caused by the 
colon bacillus. 


1746 K Street N. W. 


DISCUSSIUN (Abstract) 


Dr. John H. Lemb, Oklahoma City, Okla—This case 
has been further proof of the contention that many of 
the skin diseases which are placed in the group “infec- 
tious eczematoid dermatitis” may be etiologically due 
to some definite organism, or may be the allergic re- 
sponse to the same bacteria. The essayist is to be com- 
plimented for his careful search for the etiologic agent 
in this case. Ketron has always stressed the bacterial 
side of skin diseases and has made the statement that 
the further progress of research in our specialty lies in 
bacterio!ogic studies. 

The colon bacillus probably is found on the normal 
hand in a great many instances due to careless, unclean 
toilet habits, and should be a more common etiological 
agent in these conditions. The use of mandelic acid 
as a moist pack in treatment of this infection has been 
most ingenious and apparently successful. 


As to the specific effect of mandelic acid, the urologists 
Clark, Helmholz and others do not feel it is specific 
for the colon bacillus and is not effective at all unless 
the pH is lowered to from 5.2 to 5.4. In fact, many 
have discontinued its use because of the necessity of 
using acidifying agents and have replaced it with sul- 
fanilamide, but in using fresh moist packs of mandelic 
acid a low enough pH (4 to 4.8) was reached, whereby 
it was effective as a bacteriostat for the colon bacillus. 
More research is needed along this line in the use of 
new drugs in treatment of skin lesions. 


Dr. Anderson (closing).—If similar cases are found in 
the future the bacteriology should be more carefully 
worked out. We are unable to state whether the in- 
fecting bacillus was Bacillus coli communis or Bacillus 
coli communior, and we are unable to state in exactly 
what type or groove of this family the organism can 
be fitted. By the time we got around to this study 
our organism had been permitted to die. 


The concentration of mandelic acid used, as sug- 
gested by Dr. Lamb, may be quite sufficient to give the 
skin the proper degree of acidity without the use of 
other acids for this purpose. In our case, healing was 
so prompt and continuous by the crude method used 
that there was neither time nor necessity for further 
studies as to therapy. 
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CLINICAL EXPERIENCES IN THE TREAT- 
MENT OF MENINGOCOCCEMIA AND 
MENINGOCOCCIC MENINGITIS* 


ANALYSIS OF 118 CASES TREATED WITH FOUR DIFFER- 
ENT METHODS OF TREATMENT 


By Wattace A. CiypE, M.D.7 
and 
MartTIN G. NEELY, M.D.7 
Fairfield, Alabama 


An unusual number of case reports, statistical 
data and experimental results on meningococcic 
meningitis have appeared in the various medical 
journals for the past four years. There are sev- 
eral reasons for this: first, the development of 
antitoxin by Ferry; second, the advent of sul- 
fanilamide; third, the almost universally poor 
results obtained by the older methods of treat- 
ment; fourth, the fact that this dread disease 
is rapidly becoming more prevalent in certain 
sections of the world. 

Any physician who treats a small series of 
cases, despite type of treatment, and succeeds in 
curing 100 per cent, thereby thinking that he 
has a “sure-fire” therapeutic agent for future 
use, is doomed to bitter disappointment. 

In the fifteen-year period from 1920 through 
1935 we treated only seventy cases of meningo- 
coccal meningitis in our hospital with a com- 
bined mortality rate of 52.94 per cent (adults 
70 per cent, children 12 years and under 47 per 
cent). In the past three years we have treated 
two hundred and eighteen cases of meningococ- 
cemia and meningococcic meningitis. For this 
period our combined mortality rate is 30.45 per 
cent (adults 34 per cent, children 12 years and 
under 26.27 per cent). 

This paper is concerned only with the 118 
cases of infants and children treated by the pe- 
diatric staff and the four different methods of 
treatment used. 

Dr. Groesbeck Walsh,! Chief of our medical 
staff, in a recent publication entitled “Fatality 
Rates in Cerebrospinal Meningitis,” revealed the 
fact that even in the days before serums or anti- 
toxins of any type were developed, the mortality 
rates varied from 20 to 80 per cent in different 


*Read in Section on Pediatrics, Southern Medical Association, 
Thirty-Second Annual Meeting, Okiahoma City, Oklahoma, Novem- 
ber 15-18, 1938. 

TOf the Pediatric Staff of the Tennessee Coal, Iron and Rail- 
road Company Employees’ Hospital. 


epidemics. Therefore, to draw conclusions even 
approaching accuracy as to the efficacy of any 
given treatment, we must have, in addition to a 
fairly large series, the knowledge of the expected 
mortality in the same season and location (Ta- 
bles 1, 2, 4). 


Table 1 
MENINGOCOCCIC MENINGITIS 


Reported Cases in Jefferson County, 
Including City of Birmingham, Alabama 


Mortality 
Year Cases Deaths Per Cent 
1936 50 15 30.0 
1937 241 101 41.55 
1938 119 41 34.45 

Total 410 157 38.29 
Table 2 
MENINGOCOCCIC MENINGITIS 
410 Cases, Jefferson County, 
Jan. 1, 1936, to Sept. 24, 1938 

Employees’ Hospital Mortality 
Year Cases Deaths Per Cent 
1936 22 4 18.18 
1937 131 44 33.58 
1938 67 19 28.48 

Total 220 67 30.45 
Jefferson County 

Mortality 
Year Cases Deaths Per Cent 
1936 28 11 38.57 
1937 110 57 51.81 
1938 52 22 42.31 

Total 190 90 47.37 


Table 4 
MENINGOCOCCIC MENINGITIS AND MENINGOCOCCEMIA 
118 Cases, Seasonal Occurrence 


Cases Cases 
November 9 May 4 
December 13 June 4 
January 14 July 5 
February ll August 1 
March 33 September 1 
April 17 October 6 


As an example of how rapidly fulminating 
some of these cases were: 


A negro father rushed into the hospital at 5:00 a. m. 
on March 17, 1937. He brought a small colored girl, 
4 years of age, who was pulseless, cold and clammy. 
She lived only 30 minutes. The father stated that she 
had gone to bed apparently well, but awoke at 2:00 
a. m. vomiting, crying with headache, and shortly aft- 
erwards became unconscious. We asked for an autopsy 
and the father went home to get the mother’s permis- 
sion. In one hour he returned, bringing a dead 2-year- 
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old girl with him. Autopsy and cultures from the brain 
and heart blood revealed that both children had died 
with fulminating meningococcemia. Without cultures 
and autopsy we would have diagnus:d these children as 
some type of metallic poisoning. 


About 10:00 o’clock one morning I saw an 8-months- 
old white boy. He had a temperature of 105°, pin- 
point pupils, the fontanelle was tense, four small pur- 
puric spots could bz seen on the abdomen. One hour 
later when I saw him in the hospital he was cyanotic, 
the entire body was cov red with purpura, and one 
hour later he was dead. Autopsy and cultures revealed 
the typical Waterhouse-Fridericksen syndrome. The 
mother stated that the baby had Leen laughing and play- 
ing on the previous night (16 hours earlier). 

These cases illustrate how rapidly fatal men- 
ingococcemia can be. We: had many others 
which were similar. On the other hand, we had 
three patients who had been ill with meningitis 
from 3 to 5 weeks before admission to the hos- 
pital. All three recovered and possibly would 
have recovered in time without any form of 
treatment. 


We think that the medical profession should 
be indeed grateful to Dr. Archibald L. Hoyne,? 
of Chicago, for his important work in emphasiz- 
ing the fact that meningococcal meningitis is, 
first of all, a meningococcemia and that it 
should be treated as such. 

When we first began the use of Ferry’s* men- 
ingococcic antitoxin we used it both intra- 
venously and intraspinally. Nineteen cases were 
thus treated with three deaths, a mortality of 
15.79 per cent (Table 3). 


In this group the antitoxin was given undi- 
luted in doses of from 20,000 to 40,000 units 
every 8 hours, rarely going beyond the fourth 
day. The intravenous administration was pre- 
ceded by a skin test, but not by a conjunctival 
test; also we made a routine of giving 4 to 8 
minims of epinephrine chloride hypodermat- 
ically preceding the intravenous treatment. A 
spinal tap was done once every 24 hours and spi- 
nal fluid drained off until it began to drop very 
slowly, then a few c. c. less of antitoxin (usually 
10 to 30 c. c.) was allowed to flow into the 
spinal canal by gravity. The average amount of 
antitoxin given intravenously per paticnt was 
85,000 units (255 c. c.). The average amount 
of antitoxin given intrathecally per patient was 
14,000 units (42 c. c.). 


In this group the three patients who died had 
lived 17 days or over. Two had pneumonia as a 
complication; one had a megalocolon. The 16 
recoveries of this group spent an average of 19 
days in the hospital. Two of this group re- 
lapsed, but made ultimate recovery. Two pa- 
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tients lost vision of one eye each, one lost vision 
of both eyes and one was left totally deaf. 
Twelve of these nineteen cases developed urti- 
caria and mild serum sickness from the fourth 
to the twelfth day. This usually ran for about 
4 days. 


Our next group includes 54 cases treated with 


antitoxin by vein only, with 17 deaths, a mor- 
tality of 31.48 per cent (Table 3). 


Table 3 
MENINGOCOCCIC MENINGITIS AND MENINGOCOCCEMIA 


118 Cases Treated on Children’s Ward, Employees’ Hospital 
Analysis of Four Methods of Treatment 


Mortality 
Cases Deaths Per Cent 
Group 1 (1936) Antitoxin by vein 
and intraspinally . 19 3 15.79 
Group 2 (1937) Antitoxin by vein 
only 17 31.48 
Group 3 (1938) Sulfanilamide plus 
antitoxin by vein 5 14.28 
Group 4 (1938) Sulfanilamide only 5 1 20.0 
Group 5 No treatment 5 5 100.0 
Total 118 31 26.27 


This group represents 1937, the year of great- 
est occurrence and highest expected mortality. 
Also in the 17 deaths we find six fulminating 
cases in patients who lived from 30 minutes to 
6 hours after admission. Six others who died 
developed fourth ventricle block (internal hydro- 
cephalus). One of this group died from serum 
reaction we know, and one other may have died 
of protein shock. Both had negative skin tests 
and were given the antitoxin diluted with 5 per 
cent glucose by the intravenous drip method. 

In this group we had an unusual number of 
infants under 1 year of age. One infant only 4 
weeks of age received 20,000 units of antitoxin 
intramuscularly and made a rapid, uneventful 
recovery. 

The average amont of antitoxin given in this 
group per case was 77,500 units (233 c. c.). 
Most of the antitoxin was given in the first 24 
hours, and practically all cases in 48 hours. In 
a few cases the treatment extended over 4 days. 

Six of this group had relapses and were desen- 
sitized and given another treatment with anti- 
toxin. Four of the relapsed cases recovered, two 
died. 

Most of this group received only one diagnostic 
spinal puncture; however, a few, particularly the 
cases developing internal hydrocephalus, were 
tapped several times, spinal, cisternal and ven- 
tricular punctures being used when occasion de- 
manded. 
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One child, a 4-year-old Italian boy, had spinal 
fluid thick as buttermilk, the cell count 101,000 
per c. c. He received only the one diagnostic 
puncture and recovered rapidly with no sequelae. 

We did have the following sequelae in this 
group: three were totally deaf, one lost vision 
in one eye, one lost vision in both eyes, two 
thought to be mentally deficient were sent home 
apparently hopeless cases, but both of them 
now seem normal when s¢en recently in the out- 
clinic. For this group the average number of 
hospital days per case was 20.5. 

Our next series of cases was treated with anti- 
toxin by vein and was also given sulfanilamide. 
Some were given 0.8 per cent solution of sul- 
fanilamide intraspinally and subcutaneously; 
some received it only by mouth. 

We had 35 cases so treated with 5 deaths, a 
mortality of 14.28 per cent. 

Two of these deaths were of the fulminating 
type, dying in 1% and 3% hours, respectively, 
after admission to the hospital. 

Most of the antitoxin in this group was given 
as in Group I, but was given within the first 24 
to 36 hours of treatment. 

Sulfanilamide was given as follows:* in those 
cases receiving intraspinal and subcutaneous 
treatment an 0.8 per cent solution was used. 
The solution was prepared by bringing 500 c. c. 
of sterile normal saline solution to boiling point. 
When this cooled to 90° C. 4 grams of sulfanil- 
amide crystals were dissolved into it. The dos- 
age used was 100 c. c. of 0.8 per cent solution 
of sulfanilamide p:r 40 pounds of body weight. 
The intraspinal dose, of course, depended on 
the amount of spinal fluid withdrawn, the so- 
lution being warmed to body temperature and 
allowed to run in by gravity just as in giving 
serum or antitoxin intrathecally. 

Most of tiiese cases reccived only one intra- 
spinal treatment, this being given at the time of 
the initial diagnostic puncture if the fluid looked 
cloudy. 


Eleven of the 35 received sulfanilamide only 
by mouth, twelve received the solution as clysis 
with sulfanilamide orally; twelve received sul- 
fanilamide solution one or more times intra- 
spinally, subcutaneously and orally. 

As a rule 100 c. c. of sulfanilamide solution 
per 40 pounds of body weight was given subcu- 
taneously every 8 to 12 hours for 4 to 6 doses. 
The intraspinal treatments when used were given 
once every 24 hours for 1 to 6 treatments. 
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Sulfanilamide was given by mouth every 4 
hours day and night in doses ranging from 1%4 
grains to 10 grains every 4 hours, according to 
the age and size of the patient. The oral ad- 
ministration was continued in gradually dimin- 
ishing doses for 4 to 10 days after the tempera- 
ture became normal and the patient appeared 
symptom free. 

The least amount given to the recovered cases 
was 51 grains; the largest amount given to any 
on2 patient was 702 grains (these figures in- 
cluding both the amount given in solution and in 
tablet form). 

In this group four cases relapsed. Two of 
these recovered and two died. In this group two 
became deaf, one partially deaf, one lost vision 
in one eye, one was left mentally impaired. The 
average stay in the hospital for this group was 
13.5 days. 

©ur fourth group (Table 3) consists of five 
cases treated with sulfanilamide only. These 
cases were treated just like the cases in Group 
III, except for the fact that they received no anti- 
toxin or serum of any kind. 

The one death in this series was a 7-month- 
old white girl with fulminating meningococcemia. 

Four of this group received only one spinal 
puncture. 


The four recoveries were rapid, uneventful and 
complete without sequelae of any kind. 


DISCUSSION 


In a series of this size it is impossible to de- 
scribe in detail each patient. We have included 
in our mortality figures 5 cases which were diag- 
nosed at autopsy and by postmortem cultures, 
these five receiving no treatment prior to death. 


Of the 103 cases receiving antitoxin by vein, 
spine or muscle, 50 cases had urticaria: or some 
other form of serum sickness severe enough to 
be noted on their charts. Two cases we feel died 
of serum reaction (one became wheezy, dyspneic 
and coughed up bloody froth in a short time fol- 
lowing his intravenous treatment). 

Out of the 118 cases, 12 had an extensive pur- 
puric type of rash (or “hemorrhagic spots;”’) 24 
had a petechial type of rash. As most of our 
cases were negro, we are sure that many had 
petechiae which were not seen (Table 5). 

In our total of 31 deaths, 15 were 1 year and 
under (Table 6). After the first few cases our 
district physicians became very proficient in 
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Tab'e 5 had occurred in children to whom the antitoxin 
MENINGOCOCCIC MENINGITIS was given diluted and by drip (however, this is 
118 Cases ae probably the safest and best method to use). 
Cases Deaths Per Cent The idea of this paper is to bring out some 
Negro 84 21 23.81 of the many mistakes we have made and to try 
White 34 10 29.41 
Sale Pm a pe to arrive at the sanest and safest method of 
Siete 36 9 25.00 treatment. As has been stated previously, the 
mortality varies from year to year even without 
Table 6 treatment. If you are looking for pretty statis- 
MENINGOCOCCAL MENINGITIS tics, pick your cases from 5 years to 20 years, 
118 Cases, Age Grouping because a series of extremely young or old, or a 
* Mortality of rapidly fulminating cases can ruin your 
ases eaths er Cent 
Under 6 months 9 4 44.44 per cent of recoveries. é 7 
6 months to 1 year 15 u 73.33 It seems to us that the chief problems in treat- 
1 to 2 years 18 3 16.66 ing meningococcemia and meingococcal menin- 
3 to 4 years 24 5 20.83 gitis are: 
4 to 6 years 17 2 11.76 . 
7 to 9 years 14 3 21.43 (1) Diagnosis 
9 to 12 years 21 3 13.33 (2) Treatment of an extremely rapid fulminating case 
Total 198 31 26.27 (3) Prevention of fourth ventricle block (this is espe- 


recognizing the disease so that we were able to 
begin treatment fairly early in the majority. 


Fifty-six cases received only one spinal punc- 
ture, a diagnostic tap. If the spinal fluid was 
very cloudy and showed gram-positive diplo- 
cocci either extra or intracellular, we did not cul- 
ture the fluid. If in doubt a spinal fluid culture 
and blood culture was made. However, if a child 
showed purpura or petechiae or had marked signs 
of meningeal involvement, we did not wait on 
the culture reports to begin treatment. 


A boy, aged 9 years, on admission was cyanotic, cov- 
ered with hemorrhagic spots, temperature 109° and in 
coma. He was given 50,000 units of antitoxin intrave- 
nously before we finally realized that he was a case of 
sever2 hemorrhagic meas'es. However, the antitoxin did 
not hurt him, as he made a complete recovery. In fact, 
he did not even have serum sickness. 


Another child, aged 19 months, was rushed in by one 
of our district physicians. He was driving his car 80 
miles per hour, and the child’s mother kept asking him 
to hurry. The child was in constant convulsions, pulse- 
less, cyanotic; you could see the petechiae and small 
purpuric spots as they appeared, becoming multiple in 
only a few minutes. The spinal fluid was perfectly 
clear and the smears were negative. He was given 
40,000 units of antitoxin by vein and sulfanilamide was 
started. Twelve hours later the blood and _ spinal 
fluid cultures were positive, but I believe the child would 
have died if we had postponed treatment until a positive 
bacteriologic diagnosis could b: made. 


If we found our cases very dehydrated, we gave 
the antitoxin diluted with glucose and normal 
saline as an intravenous drip. If the children 


were not dehydrated we gave the antitoxin undi- 
luted, but warmed to body temperature and gave 
it slowly. The only two serious reactions we 


cially important in infants and very young children) 

(4) Prevention of serious sequelae 

(5) The quickest and safest method of getting the 
patient well 

(1) Diagnosis—We have had cases of menin- 
gitis diagnosed and treated as pneumonia, influ- 
enza, poliomyelitis, malaria, tonsillitis, colitis, 
acute poisoning, measles, head injuries and even 
appendicitis. We feel that if there is the slight- 
est suspicion of meningitis a diagnostic spinal 
puncture should be done, also a blood culture. 

In very young infants the commonest signs 
are irritability, tense or bulging fontanelle, gen- 
eralized soreness, cries when moved, perhaps 
vomiting and diarrhea, and stiff neck and posi- 
tive Kernig’s may or may not be present. Stra- 
bismus or nystagmus is common in infants. 

In older children there is usually a constant 
and severe headache, also some rigidity of the 
neck and back muscles. As a rule there is nausea 
and vomiting. Sometimes the first symptom is a 
fall with inability to get up or a vertigo; some- 
times pain in the abdomen or legs is the first 
complaint. 

In the very acute cases the onset is sudden 
with headache, nausea, vomiting, convulsions or 
coma, a petechial rash may appear, usualy on 
the chest, abdomen and extremities. This type 
as a rule is relaxed instead of spastic and may 
show a clear spinal fluid, but positive blood cul- 
ture (Fig. 1). 

The fulminating cases show signs of sudden 
overwhelming toxemia with a purpuric rash 
which develops rapidly. The spots may vary 
from pin-point to the size of a quarter, some- 
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times coalescing to form a large purple patch. 
In these cases the spinal fluid is clear, but the 
blood culture and spinal fluid culture usually 
are positive. Unless these cultures are made 
you cannot be sure of your diagnosis even at 
autopsy. Three of our cases showed at autopsy 
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cloudy swelling of the liver and kidneys, hemor- 
rhage of the adrenal glands, some hyperemia and 
enlargement of the mesenteric lymph nodes, hy- 
peremia of the brain and meninges, a few hemor- 
rhagic spots in the intestines and thymus gland. 
However, no exudate was found on the meninges 

and without cultures from 


the blood and surface of 
the brain a positive diag- 
nosis could not have been 
made. 

One case, an infant of 
7 months of age, showed 
marked hemorrhage into 
the thymus gland and the 
adrenal glands were just 
pure blood throughout. 
In addition, this infant 
showed hemorrhagic in- 
farction of both lungs. 

Evidence of acute tox- 
emia, plus adrenal hemor- 
rhage, plus positive brain 
or blood culture for men- 
ingococci, is the condition 


called the Waterhouse- 
Fridericksen syndrome® 
(Fig. 2). 


(2) Treatment ofa R p 
idly Fulminating Case.— 
We all probably are not 
heroic enough on the ful- 
minating cases, whereas 
we are too heroic, or over- 
treat, the milder type of 


Fig. 1 
This case represents acute meningococcemia. 
petechial rash with a few larger slightly purple spots. 

tonus, 


Temperature 


105°. 
Note lack of rigidity and opistho- 


case. 

We have never given 
sulfanilamide solution by 
vein, but I am 
wondering wheth- 


generalized pink 


Fig. 2 
This is a case of acute, fulminating meningococcemia. 


Total length of illness only five hours. 
and cultures showed the typical Waterhouse-Fridericksen syndrome. 


er it would be 
justifiable in the 
severe fulminat- 
ing case. Cer- 
tainly antitoxin 
should be given 
as rapidly as pos- 
sible; also large 
doses of epineph- 
rine, hypertonic 
glucose, oxygen 
and possibly 
blood transfusion. 


Aut 
course, an ear- 


: 
the 
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We have not seen any pa- 

-| tient who became defi- 
nitely deaf who regained 
his hearing. 

We must interest the 
ophthalmologist and the 
ear, nose and throat men 
in helping us to solve the 
problems of prevention 
and the treatment of se- 
quelae. 

(5) The Safest and 
Quickest Method of Get- 
ting the Patients Well._— 
Here we can get into 
many arguments. 


We at least know that 
even without treatment 
many patients recover. 


Fig. 3 
This case represents the chronic form of meningitis. 
dying of internal hydrocephalus. 


ly diagnosis would help. Any infant or child 
who becomes suddenly ill with acute toxic symp- 
toms and even just one or two red or purplish 
spots should be suspected of having meningococ- 
cemia. 

(3) Prevention of Fourth Ventricle Block 
(Fig. 3) —We know from past experience that 
intraspinal serum or antitoxin will not do this, 
nor will intracisternal or intraventricular treat- 
ment. 

Dr. Archibald Hoyne suggests that the in- 
creased pressure might help to prevent closure 
of the foramina of Magendie and Luska and 
that drainage of spinal fluid to relieve pressure 
does more harm than good. 

Fifty per cent sucrose solution by vein seems 
to help relieve pressure symptoms and headache. 

Very young infants are prone to develop block. 

Early diagnosis, rapid and sufficient treatment 
are the best answers at the present time. 

For those who feel that they must use intra- 
thecal therapy, we would suggest sulfanilamide 
solution rather than sera or antitoxin, as there 
is less cellular response to the drug than to horse 
serum. 

(4) Prevention of Serious Sequelae—Here 
again the best answer is early diagnosis and suf- 
ficient treatment. We have seen several cases 
with eye complications which finally cleared up. 


This child lived 112 days, finally 


With sera, antitoxin or 
sulfanilamide there are 
certain dangers. We do 
not hesitate to use diph- 
theria antitoxin, tetanus antitoxin or scarlet fe- 
ver antitoxin when indicated. We do not hesi- 
tate to use sulfanilamide in streptococcal infec- 
tions or other severe coccic infections. Caution 
and judgment must be used with both the anti- 
toxin and the drug. 


Why not use sulfanilamide alone? It is vastly 
more economical and also simpler to administer. 
Experiments with animals reported by others® 
have shown that in certain strains of meningo- 
coccal infection the antitoxin alone or the sul- 
fanilamide alone was not so effective as the 
combination. 

If we wait to find out exactly which strain 
or which of the four main Gordon types of or- 
ganism we are dealing with, our patient may 
die. 

We feel that antitoxin should be given all 
acutely toxic cases and that it should be given 
within the first 24 to 48 hours. At the same 
time sulfanilamide therapy should be started and 
continued for 8 to 12 days or longer if necessary. 
We believe that slightly smaller amounts of anti- 
toxin are necessary when used in conjunction 
with the drug. 

In highly allergic individuals we are justified 
in using the chemical alone. In cases seen late 
where the normal secretion and absorption of 
the spinal fluid might be interfered with it 
might be wise to give sulfanilamide solution in- 
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trathecally, although this has seemed unneces- 
sary in most of our cases. 

We feel that the administration of antitoxin 
intrathecally is unwise, not necessary and possi- 
bly harmful. 

In our hands certainly the most dramatic 
results have been obtained by the use of anti- 
toxin by vein plus sulfanilamide therapy and 
without frequent spinal punctures. 

During this series of cases we have done some 
work on the blood and urine concentrations of 
sulfanilamide, but purposely did not include this 
in the present study. 

In many of our cases, I feel sure that we did 
not give sufficient amounts of antitoxin. We 
also gave sulfanilamide in smaller dosage than 
commonly used (particularly as by English phy- 
sicians)." We did not give soda bicarbonate 
grain for grain with sulfanilamide as recom- 
mended by most clinicians. 

A few of our patients developed a slightly 
cyanotic appearance while taking sulfanilamide 
and one infant developed a severe anemia, but 
otherwise we were fortunate in not having rashes 
or other signs of sensitivity to the drug. 

Our highest mortality was in Group II cases 
treated by antitoxin only and intravenously only. 
However, I feel that the high rate was due to 
the age and type of cases in this group and 
partly to an insufficient initial dose of antitoxin. 

The spinal fluid cell count apparently has no 
direct relation to the toxic symptoms seen or to 
the prognosis or rapidity of recovery, but it 
probably has some relation to the development 
of sequelae. 

In prognosis, continued coma or stupor in spite 
of treatment is a bad sign. Return of mental 
alertness and return of appetite are always good 
indications. Many of the cases have enceph- 
alitis as well as meningitis. In these cases sev- 
eral months may elapse before a return to nor- 
mal can be expected. 

Ninety per cent of our recovered cases have 
returned to our out-clinic for observation and so 
far have remained well. 

We have given an analysis of four types of 
treatment used in 118 cases of meningococcemia: 
and meningococcic meningitis. 

Many points of interest and much of the de- 
tailed routine have been of necessity omitted. 

We claim nothing original, although we might 
be called somewhat unorthodox in our methods 


SOUTHERN MEDICAL JOURNAL 


June 1939 


of administering the antitoxin and the sulfanil- 
amide. 

Ferry’s* antitoxin given intravenously is a 
wonderful advance over older methods of treat- 
ment used. Ferry has certainly opened up ripe 
fields in the research on exotoxins. 


The earliest aniline-sulfonamide product used 
medically was synthesized by Mietzch and 
Klarer® in 1932 and patented on Christmas Day, 
a most wonderful Christmas gift to the medical 
profession. It has started vast and intensive 
research in the field of chemotherapy. The ac- 
tivity was later shown to lie in the sulfanilamide 
part of the molecule. 

The past holds many experiences, some happy, 
some sad. The future holds wonderful oppor- 
tunity and the possibility of miracles. 
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DISCUSSION (Abstract) 


Dr. Gilbert J. Levy, Memphis, Tenn—The fulmi- 
nating nature of many of Drs. Clyde and Neely’s cases 
recalls vividly the type of cases seen during the Mem- 
phis epidemic in 1929. These results, with the attend- 
ant high mortality, were reported before this Pediatric 
Section at Louisville, Kentucky, in 1930. We, too, ob- 
served a number of cases showing the large purpuric 
lesions. A statement was then made that we believed 
every case of meningococcus meninzitis was originally 
a blood stream infection complicated by a meningitis, 
admitting, however, the difficulty of proving it. May 
we emphasize the Waterhouse-Friderichsen syndrome 
brought to our attention in group 4 (sulfanilamide 
only). This syndrome is really acute fulminating men- 
ingococcemia associated with adrenal hemorrhages. 
Additional organisms such as the staphylococcus and 
streptococcus have in the past been reported responsi- 
ble for the syndrome, but the weight of evidence favors 
the meningococcus. Necropsy shows no gross exudate 
in the meninges. The infection is so fulminating and 
rapid that an infant or child will die in the septicemia 
stage with a clear spinal fluid and no meningeal signs. 
The suggested treatment should be immediate large 
intravenous meningococcus antitoxin plus oral sulfanil- 
amide. The adrenal hemorrhage should call for epi- 
nephrine, cortin, dextrose and saline intravenously, as 
well as blood transfusions. 


There is a growing tendency on the part of clinicians 
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to eliminate spinal punctures and intraspinal treatment. 
Hoyne was the first to advocate massive intravenous 
antitoxin therapy in 1926. His report with low mor- 
tality certainly justified its use. The paper we have 
just heard offers further proof of the intravenous dos- 
age. 

Our limited experience with combined intravenous 
antitoxin and oral sulfanilamide justifies continuation 
of this method. And our results with oral sulfanilamide 
alone have been equally effective. We believe in the 
administration of large doses orally, 50 to 100 grains as 
an initial dose, then grains 5 to 15 every four hours 
for the next forty-eight or seventy-two hours (do not 
reduce your dosage because of cyanosis). To combat 
any excessive methemoglobinemia, after the method of 
Wendel, methylene blue solution of 1 per cent is given 
intravenously in dosage of 2 to 10 c. c. Careful ob- 
servation of total red cell counts and hemoglobin de- 
termination are obligatory. 

Finally, the combined experiences of several clinicians 
in treating approximately 150 cases of epidemic menin- 
gitis, with sulfanilamide alone, in adequate doses by 
mouth suggest that it is a rapid and potent remedy. 
However, it is still questionable whether it is justifiable 
to use it without antitoxin in all cases or in selected 
cases only. 


THE TREATMENT WITH SULFAPYRI- 
DINE OF FIFTY PATIENTS WITH 
PNEUMOCOCCIC LOBAR 
PNEUMONIA* 


By Rosert H. M.D. 
and 
Hucu J. Morcan, M.D. 
Nashville, Tennessee 


The studies of Domagk,' published in 1935, 
indicated that a dye product with a sulphonamide 
group (hydrochloride of 4’-sulfonamid-2, 4-di- 
aminoazobenzol) is therapeutically effective 
against experimental pneumococcic infections, 
particularly those due to pneumococcus Type 3. 
Subsequently, Heintzelman, Hadley and Mellon? 
reported encouraging results from the use of 
sulfanilamide (para-amino-benzene-sulfonamid ) 
in Type 3 pneumococcic pneumonia in man. 
The search for a compound even more effective 
against pneumococcic infections than sulfanilam- 
ide was promptly instituted. Whitby,® in May, 
1938, reported that 2-(p-aminobenzene-sulfona- 
mido) pyridine (sulfapyridine) protected mice 
against infections with pneumococci of Types 
1, 2, 3, 5, 7 and 8. 


*Received for publication Apri] 28, 1939. 


*From the Department of Medicine, 


Vanderbilt University 
School of Medicine, Nashville, Tennessee. 
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In June, 1938, Telling and Oliver* reported a 
case of extensive Type 3 pneumococcic pneumo- 
nia successfully treated with the new compound, 
sulfapyridine. In July, 1938, Evans and Gais- 
ford® reported one hundred cases of lobar pneu- 
monia in which the drug was used with only 8 
per cent mortality, whereas in one hundred al- 
ternate cases treated without sulfapyridine the 
mortality was 27 per cent. Subsequently, there 
have appeared a number of reports on the use of 
sulfapyridine® * §® 1°11 and in none of these has 
the mortality exceeded 8 per cent. Sulfapyri- 
dine* was made available for the treatment of 
pneumococcic pneumonia in Nashville under the 
direction of the medical staff of the Vanderbilt 
University Hospital, and this study was begun 
in January, 1939. 

PLAN OF STUDY 


(A) Material—Our material includes all pa- 
tients with pneumococcic pneumonia admitted to 
the Vanderbilt University Hospital and the Nash- 
ville General Hospital during the winter months 
of 1939. Beginning in March, 1939, patients 
admitted to the St. Thomas Hospital were added 
to the series.t Altogether, there were fifty-eight 
patients in these three hospitals who had pneu- 
mococcic pneumonia. Of this number, five did 
not receive sulfapyridine. In four instances the 
drug was not given because crisis occurred within 
twenty-four hours after admission to the hos- 
pital and before bacteriologic studies were com- 
plete. In one case a private physician insisted 
that antipneumococcus serum be given instead 
of sulfapyridine. Three patients who had pneu- 
monia and received the drug are excluded from 
this report because the organisms involved were 
not actually identified. All of the eight pa- 
tients whom we have excluded from the report 
recovered. 

The fifty patients who received sulfapyridine 
and comprise the material for this study gave 
good clinical histories and exhibited the usual 
physical signs of lobar pneumonia. Roentgen 
films of the chest were made in forty-five cases 
and in each instance confirmed the diagnosis of 
pneumonia. 

Pneumococci were found in the sputum in 
appreciable numbers in all of the fifty patients 
shortly after admission to the hospital. In each 


*Sulfapyridine was supplied through the courtesy of Merck & 
Company. 

tWe are indebted to the visiting physicians and resid:nt house 
officers of these hospitals for coo>eration in this study. Special 
aid has been given by Drs. O. N. Bryan, Ralph Johnson, Paul 
Zimmerman, and Charles Davis. 
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instance the organisms in the sputum were typed 
directly by the Neufeld method. In most in- 
stances the pneumococci were actually isolated 
by the mouse method and typed; this was al- 
ways done whenever the direct Neufeld method 
yielded questionable or unsatisfactory results. 
The types of pneumococci encountered in the 
cases under discussion are given in Table 1. 


Table 1 


THE TYPES OF PNEUMOCOCCI INVOLVED IN FIFTY PA- 
TIENTS WITH PNEUMOCOCCIC PNEUMONIA 
TREATED WITH SULFAPYRIDINE 


Type of Pneumococcus No. of Patients 


I 10 
II 2 
lll 12 
IV 4 
8 
VII 4 
VIII 1 
1 
XII 1 
XIIL 0 
XIV 1 
XV 1 
XXI 1 
Group IV 4 


The high incidence of Type 3 infections is note- 
worthy. 

The patients treated with sulfapyridine were, 
as a group, somewhat younger than a compar- 
able group of pneumonia patients admitted to 
the same institutions during two previous years. 
The age range is indicated in Table 2. 


Table 2 


THE AGE DISTRIBUTION OF FIFTY PATIENTS WITH 
PNEUMOCOCCIC PNEUMONIA TREATED 
WITH SULFAPYRIDINE 


Years No. of Patients 


Under 15 
15-20 
20-30 
30-40 
40-50 
50-60 
60-70 
70+ 


The extent and severity of the pneumococcic 
pulmonary infections in the group of patients 
treated with sulfapyridine is indicated by the 
fact that twenty of the fifty patients had more 
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than one lobe involved and seven had pneumo- 
coccic bacteremia. 

Thirty-eight of the patients were admitted to 
the hospital and subjected to sulfapyridine 
treatment within three days of the onset of pneu- 
monia. 

Blood cultures were obtained from forty-six 
patients. Seven yielded pneumococci. 

Fourteen of the fifty patients treated for 
pneumonia had noteworthy complications unre- 
lated to the pneumococcic infections. Five pa- 
tients were in the last trimester of pregnancy; 
three were chronic alcoholics and were intoxi- 
cated when they contracted pneumonia; five had 
arteriosclerotic heart disease with a history of 
diminished cardiac reserve; and one had ad- 
vanced progressive muscular atrophy with some 
involvement of the muscles of respiration. 

(B) Method of Treatment—In most in- 
stances, treatment with sulfapyridine was begun 
shortly after the bacteriologic studies were in- 
stituted, usually within a few hours after the 
admission of the patient to the hospital. The 
method of treatment was quite similar in each 
instance. An initial dose of two grams of sul- 
fapyridine was given. This was followed by 1 
gram of the compound every four hours for 
twelve doses and 1 gram every six hours there- 
after until a total of approximately 25 grams 
had been administered. Some subjects who 
failed to respond with a prompt fall in tem- 
perature received more than 25 grams. Smaller 
doses were employed in patients who experienced 
severe nausea and vomiting or mental confusion 
and in those whose recovery was prompt. Ap- 
proximately 1 gram of sodium bicarbonate was 
given with each dose of sulfapyridine with the 
hope that it would alleviate nausea. An attempt 
was made to regulate the fluid intake to ap- 
proximately 2,500 c. c. during each twenty-four- 
hour period. 

(C) Special Procedures—Determination of 
the sulfapyridine content of the blood were per- 
formed at one to two-day intervals by the method 
of Marshall e¢ al.12 The values obtained became 
increasingly useful for determining proper dos- 
age as our experience with the drug accumu- 
lated. Red and white blood cell counts and 
hemoglobin determinations were made daily on 
most patients. Frequent determinations of the 
non-protein-nitrogen and carbon dioxide com- 
bining power of the blood were carried out in 
selected cases. Urine examinations were per- 
formed frequently. 


| 
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RESULTS OF TREATMENT culture in mice, multiplication of organisms with 

Only one of the group of fifty patients with invasion of the blood stream occurs, even though 
pneumococcic pneumonia treated with sulfapyri- sulfapyridine is administered before and directly 
dine died. after the injections of bacteria. Following this 


A critical fall in temperature, associated with 
general clinical improvement, occurred within 


period of lag or delay, the infection is termi- 
nated and the mice recover. Similar observations 


two days after the institution of sulfapyridine re recorded in experimental pneumococcic in- 


treatment in three-fourths of the patients (see 
Chart 1). This prompt and dramatic response 
to treatment occurred with such regularity that 
its failure to take place suggested either that in- 
sufficient sulfapyridine had been administered 


fections in rabbits treated with sulfapyridine. 


In two patients the delay in response to sul- 
fapyridine treatment is attributed to alcoholic 
intoxication which had existed for several days 
prior to the onset of the pneumonia (see Chart 


and absorbed or that there was present in the 3). The high mortality of lobar pneumonia 


case some complicating factor. An analysis of the 
records of the twelve patients who did not re- 
spond promptly to sulfapyridine reveals that 
with one exception this probably was not due to 
insufficient amounts of the drug, since the aver- 
age daily dose and the total amount administered 
were greater for these twelve patients than for 
the remainder of the group. Moreover, frequent 
determinations of the sulfapyridine concentra- 
tion in the blood indicated that the drug was ab- 
sorbed from the gastro-in- 


in association with chronic alcoholism is uni- 
versally recognized. The work of Pickrell’* is 
interesting and significant in this connection. 
He has demonstrated that in experimental in- 
fections in animals intoxicated with either ether 
or alcohol there is a marked retardation in the 
migration of leukocytes to the site of the inflam- 
mation. 


One woman, who exhibited a slow therapeutic 
response, was in the last trimester of pregnancy. 


testinal tract. In eight of DAY OF 
these patients the concentra- 


tion exceeded 5 mg. per cent. 
In five instances the de- 


layed response occurred in 
patients who had pneumo- /\ 


coccic bacteremia in associa- 


tion with pneumonia (see 105° 
Chart 2). Bacteremia in lo- 

bar pneumonia is a well rec- 104° 
ognized indicator of the ex- pom “ 
tent and severity of the pneu- 

mococcic infection and its 102° 
presence constitutes a very 2 
unfavorable factor in prog- as 
nosis. Under such circum- 100° 
stances it is not surprising 

that our patients with bacte- 99° 
remia responded more slowly as 


to sulfapyridine treatment 
than did patients with less 


severe and more localized in- 14,000 _}_12,000 £000 19000 

the experimental work of 
McIntosh and and Whitby 

is of great interest. They ob- |S|moms.% 

served that, for a period of 3 

several hours following the Chet 1 


inoculation of appropriate Type I pneumococcic pneumonia; single lobe involvement in a white boy, 15 years 


amounts of pneumococcus 


old. 
Blood culture sterile. A similar response to sulfapyridine was obtained in 38 of the 50 


patients treated. 


= 
| 
al 


98° 
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w.B.Cc. 


COSE IN 
GMS. 


BLOOD 
CONCENT. 
MGMS .% 


ISULFAPY RIDINE 


8,000 


Type VII pneumococcic pneumonia; single lobe involvement in a white man, 30 years old. Blood culture positive for 


Pneumococcus, Type VII. 


DAY OF 
DISEASE 


98° 


A similar response to sulfapyrijine was obtained in five of seven patients with bacteremia. 


w.B.Cc. 


|SULFAPY RIDINE 


DOSE IN 
GMS. 


BLOOD 


++ 
+++ 


\CONCENT. 


MGMS.Y%e 


Type I pneumococcic pneumonia; single lobe involvement in a white man, 40 years old. Chronic alcoholism. Blood 
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She had Type 3 pneumococcic infection involv- 
ing both lungs with partial consolidation of four 
lobes. The delayed therapeutic response in an- 
other instance was due to the development of 
empyema. Another patient in this group had 
sustained marked loss of blood with each men- 
strual period for several months. At the onset 
of pneumonia she was quite anemic, and in addi- 
tion experienced a poor leukocyte response to 
the infection (11,000 per cu. mm.). One patient 
had progressive muscular atrophy, involving not 
only the muscles of the extremities but also the 
muscles of respiration. Finally, one patient 
who responded slowly received only 2 grams of 
the drug because of intractable vomiting. 
Only one of the patients who received sulfa- 
pyridine developed empyema. A thoracostomy 
was followed by recovery in a few weeks. Two 
patients developed pleural effusions. In each in- 
stance gram-positive diplococci were observed 
in stained films of the fluid, but blood agar and 
blood broth cultures of the fluid remained 
sterile. Pleural fluid did not reaccumulate in 
either patient and recovery ensued without the 
development of other complications. Three pa- 
tients experienced delayed resolution of the 
pneumonic process. Ultimately the lungs be- 
came normal. Only one patient developed a 
relapse (see Chart 4). This was a desperately 
ill white woman, aged 89, who was admitted 
to the hospital on the third day after the onset 
of Type 3 pneumococcic pneumonia. The right 
lower lobe was completely consolidated. The 
blood culture was sterile. In spite of what was 
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interpreted as an utterly hopeless situation treat- 
ment with sulfapyridine was instituted. The 
temperature fell promptly and she appeared 
greatly improved within twenty-four hours. 
Small doses of the drug were employed and 
treatment was discontinued after ninety-six 
hours because of nausea and mental confusion. 
She remained afebrile for seven days and signs 
of pulmonary consolidation disappeared. Then 
fever recurred in association with cough and evi- 
dence of reconsolidation of the same pulmonary 
lobe. No sputum could be obtained. The blood 
culture yielded no growth. Again she was given 
sulfapyridine and received altogether 22 grams 
over a period of eight days. Her response was 
slower than in the original attack, but she finally 
recovered completely. The delayed response in 
this case may have been due to drug tolerance 
acquired during the first course of treatment 
with sulfapyridine. Maclean, Rogers and Flem- 
ing! have demonstrated in vitro and in mice 
that pneumococci are rendered less susceptible 
to the effects of sulfapyridine by repeated ex- 
posures to the drug. 

The one patient with pneumonia who received 
sulfapyridine and failed to recover was a white 
man 57 years of age. He was admitted to the - 
hospital on the first day of the infection with 
signs of involvement of three lobes. He pre- 
sented evidence of arteriosclerotic heart disease 
and congestive heart failure at the time of ad- 
mission and appeared desperately ill. His spu- 
tum contained Type 15 pneumococci; the blood 
culture remained sterile. He died of acute 


17,000 16,000 


Chart 4 
Type III pneumococcic pneumonia; single lobe involvement in a white female, 89 years old. Blood culture sterile. 


Note prompt initial response to drug. Relapse 


and again the response to sulfapyridine was striking. Com- 


plete recovery. 


‘ 
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circulatory failure fifteen hours after admission 
to the hospital. He had received only 2 grams 
of the drug. In this case the drug had little 
opportunity to affect favorably the pneumococcic 
infection. 


The average period of hospitalization for pa- 
tients with uncomplicated pneumonia treated 
with sulfapyridine was 11.3 days. 

THE TOTAL AMOUNT OF SULFAPYRIDINE ADMINIS- 


TERED PER PATIENT; CONCENTRATION IN 


Thirty-one of the fifty patients each received 
a total of from 20 to 30 grams of sulfapyridine 
during their illness. Five patients received more 
and fourteen less than this amount. In only 
one instance did we discontinue the drug before 
the temperature became normal. In three cases 
we discontinued the drug sooner than seemed 
desirable from the standpoint of the infection. 
These patients were over 70 years of age and 
were exhausted from nausea and vomiting. 


Most of the patients maintained a sulfapyri- 
dine concentration in the blood above 3 mg. per 
cent during the period of drug administration. 
A maximal blood concentration of over 6 mg. 
per cent was reached by one-half of the patients. 
It is apparent, however, that our group of cases 
is too small to allow for conclusion concerning 
the relationship of the efficacy of the drug to its 
concentration in the blood. 


The patients under treatment were closely 
observed for toxic reactions to sulfapyridine. 
Meager reports in the literature regarding sulfa- 
pyridine intoxication and our experience with 
sulfanilamide sensitized us to the possibility of 
the development of dermatitis, cyanosis, nausea, 
vomiting, headache, dizziness, mental confusion, 
anemia, leukopenia, fever, acidosis and hema- 
turia. As seen in Table 3, nausea and vomiting 


were quite common. Mental confusion occurred 
in several patients and was marked in three. 
Cyanosis occurred, but was relatively infrequent. 
In one patient the white blood cell count dropped 
to 4,000 per cu. mm. with no alteration in the 
differential formula. At the time that this oc- 
curred the patient had been afebrile for three 
days. Sulfapyridine was discontinued and the 
following day the leukocyte count was again nor- 
mal. 


DISCUSSION 
The group of cases herein reported is too 


small to allow for the application of the statisti- 


cal method of study. Nevertheless, our results. 
are too impressive to be accounted for without 
attributing great importance to the drug, sulfa- 
pyridine. When due allowance is made for the 
fluctuation in severity of pneumococcic pneu- 
monia which occurs from year to year, for the 
absence of epidemics of other severe respiratory 
infections during the period covered by this study 
and for other factors which, for lack of knowl- 
edge, we may group under the term, chance, the 
fact remains that we have during the winter of 
1939 treated with sulfapyridine fifty patients 
with proven pneumococcic pneumonia and only 
one of these patients died. Had the mortality 
rate for this group been several times as great 
we should have been no less impressed in the 
light of previous experience with pneumococcic 
pneumonia in Nashville hospitals. Due to the 
fact, possibly, that pneumonia patients in this 
region are prone to avoid hospitalization unless 
or until they become critically ill, mortality fig- 
ures for local institutions have been quite high 
in the past. 

In order to compare our experience of the 
current year with that of the two preceding years, 
we have reviewed the records of patients with 


Table 3 


THE TOTAL AMOUNT OF SULFAPYRIDINE ADMINISTERED, ITS CONCENTRATION IN THE BLOOD, AND THE 
TOXIC MANIFESTATIONS OBSERVED IN FIFTY CASES OF PNEUMOCOCCIC PNEUMONIA 


Total Dose Maximum Blood Concentration Toxic Manifestations 
Grams No. of Patients Mgm. Per Cent No. of Patients Number of Patients 
2-10 3 Less than 3 9 Nausea 37 
10-20 ll 3-6 14 Vomiting 28 
20-30 31 More than 6 23 Mental confusion 7 
30-40 5 No determination - Cyanosis 5 
Leukopenia 1 
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pneumococcic lobar pneumonia admitted to the 
Vanderbilt University Hospital, the Nashville 
General Hospital, and the St. Thomas Hospital 
from January 1, 1937, to December 31, 1938. 
Two hundred thirty-six patients comprise the 
group. Although all presented the clinical pic- 
ture of lobar pneumonia, bacteriologic and x-ray 
studies were not made in every case. However, 
it is doubtful that mistakes in diagnosis occurred 
in a significant number of cases. Only patients 
over 14 years of age were included in the group. 
Twenty-five of the group received special treat- 
ment in the form of sulfanilamide; twenty re- 
ceived roentgen ray therapy and eighteen re- 
ceived antipneumococcus serum. 


A comparative study of the 1937-38 and the 
1939 groups reveals the following noteworthy 
points: (1) The age distribution of the two 
groups is roughly the same, although the 1939 
sulfapyridine series (Table 2) contained a 
slightly greater proportion of young individuals. 
This is doubtless due to the fact that during the 
current year several young patients were hos- 
pitalized by private physicians because sulfa- 
pyridine treatment was available only in these 
institutions. (2) The pneumococci associated 
with the pneumonia of the 1939 series (Table 1) 
differed from those of the 1937-38 group only 
in the striking increase in number of Type 3 
infections in the former. (3) Three-fourths of 
the 1939 series were admitted to a hospital 
within three days of the onset of pneumonia, 
whereas only 55 per cent of the 1937-38 group 
were hospitalized within this period of time. (4) 
The extent and severity of the pneumonia in the 
1939 group is indicated by the fact that twenty 
of the fifty patients, or 40 per cent, had more 
than one pulmonary lobe involved, and seven, 
or 14 per cent, had bacteremia. In the 1937-38 
group only 27 per cent had more than one lobe 
involved, although 23 per cent had bacteremia. 
The greater incidence of bacteremia in the 1937- 
38 series is probably due to the fact that blood 
cultures were not obtained from some of the mild 
cases in this group, but they were made rou- 
tinely in the 1939 series. (5) Of the patients 
in the 1937-38 group who survived and expe- 
rienced no complications 31, or 23 per cent, 
attained a normal temperature level within two 
days after admission to the hospital, whereas 37, 
or 75 per cent, of comparable patients treated 
with sulfapyridine attained normal temperatures 
within this same period of time. (6) Exclud- 
ing patients who died or developed complications, 
the average duration of hospitalization for the 
1937-38 group was 13.9 days and for the 1939 
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group treated with sulfapyridine, 11.3 days. 
(7) Whereas 12, or 5 per cent, of the 1937-38 
group developed frank empyema, this complica- 
tion occurred only once in the current series 
treated with sulfapyridine. Isolated instances of 
pericarditis (three cases), meningitis (one case), 
and arthritis (one case) are recorded as compli- 
cations in the 1937-38 series. They did not oc- 
cur in the 1939 series. (8) Ninety deaths oc- 
curred in the 1937-38 group of two hundred 
thirty-six pneumococcic pneumonia patients. 
One death occurred in the 1939 group of fifty 
patients who were treated with sulfapyridine. 


Specific antipneumococcus serum was not em- 
ployed, in quantities generally considered to be 
adequate, in any of the 1939 cases. In three 
cases 15, 40 and 60 thousand units, respectively, 
were given in addition to sulfapyridine at the in- 
sistence of private physicians. The pneumonia 
in each instance was confined to one lobe, and 
bacteremia was not present in two of the three 
cases in which blood cultures were made. Ex- 
perimental and clinical evidence strongly sug- 
gests that the two therapeutic agents, sulfapyri- 
dine and antipneumococcus serum, exert their 
favorable influence upon pneumococcic infections 
through distinct and possibly altogether unre- 
lated mechanisms. It appears reasonable to 
hope that by employing these two mechanisms 
in the treatment of pneumonia better results will 
be obtained than when one only is utilized. 


SUMMARY AND CONCLUSIONS 


The results of treatment with sulfapyridine 
of fifty patients with pneumococcic lobar pneu- 
monia are presented. Forty-nine patients recov- 
ered. 

A comparison is made of experience with two 
hundred thirty-six cases of pneumococcic pneu- 
monia treated without sulfapyridine in 1937-38 
and fifty cases treated with sulfapyridine in 
1939. 

The Nashville experience with sulfapyridine 
confirms impressions gained elsewhere. It is 
obvious that the outlook for the patient with 
pneumococcic pneumonia can be profoundly al- 
tered by the proper utilization of this drug. 
The duration of the disease appears to be short- 
ened and the mortality greatly reduced. 


Since the available evidence suggests that sul- 
fapyridine and specific antipneumococcus serum 
exert their favorable influence upon pneumo- 
coccic infections through distinct and, possi- 
bly, altogether unrelated mechanisms, it ap- 
pears reasonable to hope that a combination of 


the two agents will give better results than 
have been obtained when one only is utilized. 
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SULFANILYL-SULFANILAMIDE THERAPY 
IN SULFANILAMIDE-RESISTANT 
GONORRHEA* 


By Epwin P. Atyea, M.D. 
and 
Wa E. DanteEt, M.D. 
Durham, North Carolina 


The many favorable reports of sulfanilamide 
therapy in various infections have resulted in 
the synthesis of new compounds having the sul- 
fanilamide base. Mietzsch and Klarer,! in Ger- 
many, joined two sulfanilamide molecules to- 
gether through the sulfonamide group, and 
called the new compound “diseptal C.” By 


*Received for publication March 6, 1939. 
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this work. 
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substituting one or two methyl groups for the 
hydrogens in the amine radical, other products 
were formed. The structural formulae of these 
three compounds, together with their various 
names used here and abroad, are shown in Fig. 1. 
The American Chemical Society has approved 
the name of sulfanilyl-sulfanilamide' for “disep- 
tal C.” In this paper, which deals chiefly with 
this drug and its more soluble sodium salt, the 
official nomenclature will be used. 


In 1937, Domagk,? one of the original inves- 
tigators of sulfanilamide, reported sulfanilyl-sul- 
fanilamide to be effective in staphylococcic in- 
fections of mice and rabbits. In the same year 
Rosenthal,” in this country, reported that it was 
not so effective in pneumococcic infections of 
mice as sulfanilamide. It had a higher thera- 
peutic index in streptococcic and meningococcic 
infections when given subcutaneously, but its 
potency was diminished when given by mouth. 
Raiziss* corroborated these observations in strep- 
tococcic infections. Barlow,* Rosenthal,? and 
Raiziss* have shown in experimental animals 
that the tolerated dose of sulfanilyl-sulfanilamide 
is approximately six times that of sulfanilamide. 
Mellon® has found that sulfanilyl-sulfanilamide 
is more effective than dimethyl sulfanilyl-sulfa- 
nilamide or sulfanilamide in Staphylococcus au- 
reus infections in mice, while Spray® reported sul- 
fanilyl-sulfanilamide highly bacteriostatic against 
certain “sporulating anaerobes, commonly caus- 
ally associated with gaseous gangrene,” as com- 
pared to sulfanilamide. It is apparent from these 
observations that sulfanilyl-sulfanilamide given 
parentally is more potent against certain cocci 
and is far less toxic than sulfanilamide; when 
given orally its effectiveness is diminished. This. 
is probably due to its lower solubility and its 
poorer absorption from the gastro-intestinal tract. 


The detailed pharmacological action of sul- 
fanilyl-sulfanilamide has been reported by us‘ in 
the Journal of Urology. Briefly, it was evi- 
dent from our experimental work on_indi- 
viduals with normal renal function that the 
blood curve of sulfanilyl-sulfanilamide reached 
its peak in six to seven hours instead of in three 
to four hours as with sulfanilamide. The peak 
of the curve with sodium sulfanily]-sulfanilamide 
was reached in four to five hours. These differ- 
ences are proportional to the relative solubilities 
of the three drugs. A comparison of the ex- 
cretion curves of these drugs shows that they 
follow their corresponding blood level curves 
(Fig. 2). We have also shown that the excretion 
curves of the three drugs are proportional to the 
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renal function as measured by the phenolsul- 
phonephthalein test. This is true both in the 
normal and in the abnormal kidney (Fig. 3). 
Marshall, Cutting and Cover® have shown in 
dogs that doses of 0.1 gm. /kg. of sulfanilyl-sul- 
fanilamide are more slowly absorbed, but more 
rapidly excreted than sulfanilamide, which is 
contrary to our findings in the human. 

In our report? on sulfanilamide therapy in 
gonorrhea read at the Southern Medical meeting 
in November, 1937, there were two sulfanilam- 
ide-resistant cases cured with sulfanilyl-sulfa- 
nilamide. To our knowledge this is the first 
reference made to its use in sulfanilamide-resist- 
ant gonorrhea. In January, 1938, Bauer and 
Rosenthal? reported ten cases of gonorrhea 
treated with this drug, but their clinical results 
were not given, as they were interested primarily 
in its toxicity. O’Crowley, James and Sutton"! 
had 94 per cent cures in 85 cases of gonorrhea. 
Cokkinis and McElligott!? 1° and others from 
Germany and England have used dimethyl sul- 
fanilyl-sulfanilamide extensively in the treat- 
ment of gonorrhea. Contrary to the English 
opinion, the Germans at that time believed that 
it was the most potent antigonococcic agent. 
However, later work on these derivatives shows 
a change in German opinion. Felke'* employed 
mono- and di-methyl sulfanilyl-sulfanilamide 
and sulfanilyl-sulfanilamide and found that the 
latter was the most effective and has used it 
exclusively since December, 1937. Using di- 


" 
1. SULFANILYL-SULFANILAMIDE - DISEPTAL 
H 


ALYEA AND DANIEL: SULFANILYL-SULFANILAMIDE THERAPY 


609 


methyl sulfanilyl-sulfanilamide, Bannick, Brown 
and Foster’® obtained 22 cures in 32 cases of 
gonorrhea. 


We wish to report 40 cases of gonorrhea in 
the male treated with sulfanilyl-sulfanilamide 
after failure with adequate sulfanilamide ther- 
apy. All were acute cases of not longer than 
three months’ duration and had urethral dis- 
charge positive for gonococci. Fifteen were re- 
infections and 25 had had no previous gonor- 
rhea. There were 3 cases of acute epididymitis 
complicating the urethritis. Approximately half 
were treated with sulfanilyl-sulfanilamide and 
the others with sodium sulfanilyl-sulfanilamide. 
We did not notice any great difference in the 
two except that in order to attain the same blood 
level a larger dose of the sulfanilyl-sulfanilamide 
was necessary. This is easily understood on 
the basis of our pharmacological findings. Nine 
patients had received their sulfanilamide therapy 
elsewhere, but we were convinced that their dos- 
age had been adequate. The remainder received 
sulfanilamide in this clinic and the blood con- 
centrations ranged from 2.9 to 12 mg. per cent. 

The optimum dosage of sulfanilyl-sulfanilam- 
ide is as yet undetermined. Bannick, Brown 
and Foster! gave an average of 4 grams daily 
and obtained a blood level of approximately 2 
mg. per cent. Felke'* recently reported his ex- 
periences in 290 cases and believes that 1.5 
grams of sulfanilyl-sulfanilamide for six days is 
a sufficient dose. If additional courses are nec- 
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essary he progressively increases the dose and 
shortens the time of administration, allowing 
five days’ rest between courses. Harrison,!® 
Felke,!* Griitz,!® Fischer,® Schreuss,1® Van 
Slyke,!® Thayer,’® and Mahoney'® believe that 
postponing the use of these drugs for two weeks 
allows time for the development of some degree 
of immunity which seems to increase the percent- 
age of cures. The term “therapeutic maturity” 
has been used to denote this optimum time of 
administration. 

In our series approximately 3 grams were given 
daily for a period of ten to fourteen days. One 
patient in the improved group received 6 grams 
the first day and 3 grams a day for five days. 
Another in the unimproved group received 5 
grams the first day and 3 grams daily for ten 
days. The relationship of dosage to cures shows 
the unimproved group to have received a slightly 
higher average daily dose than the well group. 


COMPARISON OF SULFANILAMIDE & SULFANILYL-SULF- 
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The lowest dose received by an unimproved pa- 
tient was 2.7 grams a day, while there were 
several patients cured with 1.5 grams a day. 
The average blood level in 8 of the unimproved 
cases in this series was 3 mg. per cent. In the 
well and improved groups the average was 1.8 
mg. per cent. On a dosage of approximately 3 
grams a day the blood level was, as one would 
expect, lower than that found after similar doses 
of sulfanilamide. The relationship between the 
cures and the blood level seems to be identical 
with our findings in the use of sulfanilamide,® 
namely, that cures are not necessarily dependent 
upon high blood concentrations. Because of re- 
cent reports of improved results by supplement- 
ing the medication with local treatment, we used 
urethral instillations of acriflavine (1-3000) in 
12 cases. In this group 6 were well, 1 improved, 
and 5 unimproved. In these few patients it 
seems that adjuvant local therapy was of no 
advantage. However, in resis- 
tant infections early local treat- 


ANILAMIDE IN REGARD TO BLOOD CONCENTRATION AND ment should be beneficial. 
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toms. In most of the patients, cured or improved, 
the discharge stopped in one to three days after 
beginning treatment. A few cases required four to 
six days and in only three the discharge disap- 
peared after the sixth day of treatment, two on 
the tenth, and one on the fourteenth. This prompt 
response is comparable to that obtained in sulf- 
anilamide therapy. Using the above criteria 
there were 22, or 55 per cent, well; 13, or 32% 
per cent, unimproved; and 5, or 12% per cent, 
improved. 

Rosenthal? and others have shown experiment- 
ally that this drug is considerably less toxic than 
sulfanilamide. As we have stated, this may be 
due to its lower solubility and poorer absorp- 
tion. Patients usually tolerate sodium sulfanilyl- 
sulfanilamide more easily and with less discom- 
fort than sulfanilamide. There may be indi- 
vidual idiosyncrasies, although we have seen 
none. Cyanosis is a little more common in the 
use of sulfanilyl-sulfanilamide. Felke'* reported 
that cyanosis was apparent when the blood con- 
centration reached 2 mg. per 
cent and in only two of our 
cases showing cyanosis were 
the blood levels lower than 
this. Nausea, vomiting, diz- 
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ministration was excessive. It is our belief that 
peripheral neuritis is rare in sulfanilyl-sulfanil- 
amide therapy when the total drug dosage does 
not exceed 30 gms. 

In our series there is only one case and in 
this one the etiological factor is questionable. 
This patient received three grams of sulfanilyl- 
sulfanilamide daily for seven days, when sul- 
fanilamide was substituted for thirteen days. 
The patient then developed typical peripheral 
neuritis in the lower extremities. There was 
slight but definite improvement at the end of 
seven weeks of vitamin B therapy. There were 
two other patients who complained of pains in 
the arms and legs, although no sensory or motor 
disturbances could be demonstrated. The pains 
disappeared promptly when the drug was discon- 
tinued and because of the absence of demonstra- 
ble neurologic changes, we did not classify these 
cases as neuritis. 


It is interesting to speculate as to why these 
compounds cause peripheral neuritis. We have 
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no adequate explanation for this side action. 
Engelhardt and Birkenmaier'® have shown that 
when pigeons are fed all the various disulfanilam- 
ides and kept flying in a revolving cage, they 
will all develop neuritis. When kept at rest, the 
control pigeons fed with the same dosage did 
not develop the symptoms. They believe, there- 
fore, that neuritis from these drugs is associated 
with activity. Neuritis has also been reported 
following the use of sulfanilamide by Orn- 
steen and Furst.2° Bucy,*! Williams,?? and Ja- 

There were no serious toxic manifestations 
encountered in this series. There was one case 
of skin eruption which disappeared rapidly after 
the drug was discontinued. Ten days later this pa- 
tient developed severe itching of the skin, an ur- 
ticarial eruption, and edema of the eyelids within 
a few hours after 0.6 grams of sulfanilyl-sulfa- 
nilamide. Recovery was again prompt and com- 
plete when medication was stopped. Because of 
the occasional changes in the blood picture with 
sulfanilamide therapy, we were particularly care- 
ful to follow the hemoglobin and white blood 
counts on these patients every day for the first 
four days and then every other day. The ma- 
jority showed no change; eight had a fall in 
hemoglobin averaging 7.5 per cent, the largest 
being 18 per cent. The white blood count in 
none of them fell below 5,000. One patient had 
nausea and vomiting and the drug was discon- 
tinued on the fourth day of treatment. In spite 
of this short time of administration recovery 
was permanent. Cyanosis was marked in two 
cases. In 16 determinations, methemoglobin 
from 2 to 20 per cent was found in nine in- 
stances. 

None of our patients developed complications 
while on the drug, but some of the unimproved 
patients did after the drug was discontinued. 
Relapses after sulfanilamide therapy are fre- 
quently reported. It is our experience with sul- 
fanilyl-sulfanilamide that they are rare when 
adequate treatment is carried out. There was 
one patient who came to the clinic with acute 
gonorrhea six months after a cure. This fol- 
lowed a recent exposure and probably was a re- 
infection. He was again promptly cured with 
sulfanilyl-sulfanilamide. There was another case 
apparently well according to our criteria who, 
after an absence of twelve days, returned with a 
reinfection following exposure. This infection 
failed to clear up on sulfanilyl-sulfanilamide 
therapy. It is likely that this organism was 
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of a different strain and was resistant to the 
sulfanilyl-sulfanilamide. It is, of course, possi- 
ble that it was a relapse and for that reason we 
counted it as only one case and placed it in the 
unimproved group. It has been brought out by 
Whitby” and others that there are certain strains 
of gonococci resistant to one or more of these 
chemicals and clinical evidence seems to cor- 
roborate this opinion. Most of the infections 
respond quickly to these drugs if at all. When 
repeated courses are required, success is less 
likely. Many cases not responding to sulfanilam- 
ide cleared up promptly on sulfanilyl-sulfanil- 
amide. This suggests that the individual or 
the invading organism may become resistant to 
a certain chemical and by changing the drug 
this reaction is circumvented. It has been our 
experience that good results are often obtained 
by another course of the same or different drug 
after a rest period. 

In this series of 40 cases, 13 were considered 
as unimproved according to our criteria ( Fig. 4). 
Nine had received sulfanilamide in our clinic 
and after one or two days’ rest were started on 
sulfanilyl-sulfanilamide. Sufficient time was 
not allowed for the development of “therapeutic 
maturity.” Their blood levels were satisfactory, 
ranging from 1 to 9.6 mg. per cent, with an aver- 
age of 3 mg. per cent. It is interesting to note 
that 6 of these cases were reinfections. Eight 
in this group were eventually cured by alternat- 
ing courses of sulfanilamide and sulfanilyl-sul- 
fanilamide together with acriflavine instillations. 
The longest time required for a cure in this 
group was four months. All are classified as 
failures with sulfanilyl-sulfanilamide therapy, 
although we feel that this drug contributed to 
their eventual cure. The 5 remaining cases in 
the unimproved group did not return to the 
clinic and consequently were not followed. 


SUMMARY 


(1) In 40 cases of sulfanilamide-resistant gon- 
orrhea treated with sulfanilyl-sulfanilamide 22 
were cured promptly; 5 were improved, and 13 
unimproved. 

(2) The dosage used in this series was ap- 
proximately 3 grams daily for ten to fourteen 
days. 

(3) Experimentally the toxicity of sulfanilyl- 
sulfanilamide is less than sulfanilamide. 

(4) In our patients sulfanilyl-sulfanilamide 
was more easily tolerated than sulfanilamide. 


(5) There have been no reports of acute 
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UNIMPROVED CASES 
HIST. NO. SULF. INFECTION | ONSET | DOSAGE | DAYS ADMIN- | BLOOD CONC. FINAL RESULTS 
ADMINISTERED GRAMS ISTERED MGM To 
1 Algo HERE REINFEC SWKS. 27 7 3 OAYS SULFON-PYRIDINE ANO 
3 7 HYPERTHERMIA WITHOUT CURE. 
2.| 23537 OUTSIDE REINFEC. 3 WKS. 3 7 NEURITIS AFTER 13 DAYS OF 
SULFANILAMIDE . FOLLOWED SIX WKS. 
NEURITIS IMPROVED. PUS IN URINE, 
BUT NO GONOCOCC! 
3.| A297 OUTSIDE 1ST. 2.WKS 9.6 6 COURSES ALTERNATING SULFANILAMIDE 
3 10 AND SULFANILYL - SULFANIL AMIDE 
CURED 3 MONTHS AFTER ONSET 
4 OUTSIDE Ist 5S WKS. 3 7 20 3 ALTERNATING COURSES --INSTILL- 
ATION. CURED IN 7 WKS 
5. | 86500 HERE REINFEC 3 WKS. 3 20 ' INFECTION ONE YEAR AGO CURED WITH 
SULFANILAMIDE . 
6 19556 HERE Ist. 5 WKS. 3 7 4 ALTERNATING COURSES. CURED THREE 
18 7 MONTHS AFTER ONSET 
7 | 98026 HERE tst 20s. 3 10 4 SECOND COURSE OF SULFANILAMIDE 
AND ACRIFLAVINE. CURED 6 WKS 
8] 95412 OUTSIDE 3 WKS. 36 
3 " 2 4 ALTERNATING COURSES CURED 4 M0S 
9 | 94626 HERE 1st 6 WKS 10 25 URETHRAL DISCHARGE POSITIVE GONO- 
NO RETURN 
10} 97262 HERE 1 ST. SWKS 3 13 1.0 3 ALTERNATING COURSES AND ACRI- 
FLAVINE. CURED 2 MONTHS 
tt] 96099 HERE REINFEC 6 WKS 3 7 URETHRAL DISCHARGE POSITIVE GONO- 
COCC!. NO RETURN 
12] 63364 HERE REINFEC 3 WKS 3 14 6 ALTERNATING COURSES. CURED 
13} 49142 HERE REINFEC 3wKs 3 ' 2 CLEARED AND RELAPSED IN TWO WKS, 
AFTER ANOTHER EXPOSURE 
SUMMARY 6 REINFECTIONS AV DOSE AV DAYS AV BLOOD LEVEL 8 CASES CURED UNDER FOUR MONTHS 
7 1ST INFECTIONS 3GMS 11.4 3MGM. % BY ALTERNATING COURSES OF 
SULFANILAMIDE AND SULFANILYL - 
SULFANILAMIDE . 
Fig. 4 


hemolytic anemia or agranulocytosis resulting 
from sulfanilyl-sulfanilamide administration. 

(6) None of these patients had serious toxic 
manifestations involving the hemopoietic sys- 
tem. 

(7) Peripheral neuritis was encountered only 
once and the etiological factor in this instance is 
questionable. 


CONCLUSIONS 


(1) Many cases of gonorrhea resistant to sul- 
fanilamide will respond promptly to sulfanilyl- 
sulfanilamide. 

(2) The theory of therapeutic maturity may 
be true, but we do not believe that a patient 
presenting himself with an early infection should 
be denied immediate treatment. 

(3) Infections not responding to the first 
course of treatment with these chemotherapeutic 
agents frequently after a rest period clear up 
on another course of therapy with the same 
drug. 

(4) The frequency of peripheral neuritis fol- 
lowing the use of the various disulfanilyl prepa- 


rations may be due to the methyl groups in 
two of them. 


(5) In gonorrheal infections a lower dosage 
than was used in this series may be adequate. 
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GRANULOMA VENEREUM* 


By Joun C. HENTHORNE, M.D. 
Jackson, Mississippi 


Granuloma inguinale is a disease of consid- 
erable interest to the medical profession for sev- 
eral reasons, among which are the facts that the 
condition has been “discovered” in nearly all 
parts of this country within the past twenty 
years, the nature of the etiologic agent is dis- 
puted, there is a satisfactory specific treatment, 
and in this time of efforts to stamp out venereal 
disease, granuloma inguinale rears up as a dis- 
ease of increasing importance, but even its ve- 
nereal nature is subject to dispute. 

The literature has been carefully reviewed by 
D’Aunoy and von Haam,! who credit McLeod 
with the original description of the disease in 
1882, and Grindon® with the first description in 
the United States, in 1913. Conyers and Dan- 
iels, in 1896, first considered the disease an en- 
tity. Walker,” in 1918, Symmers and Frost,"* 
in 1920, and Randall, Small and Belk,!* in 1922, 
produced stimulating reports. In 1926, Fox® 
cited 150 cases reported prior to that time, and 
D’Aunoy and von Haam, in 1937, collected 101 
additional cases reported. The latter authors 
added 294 cases of their own. Harris,® in 1930, 
reported that the disease had been noted in the 
United States “from Boston to San Francisco, 
from Portland to Savannah, as far North as Wis- 
consin and as far South as southern Georgia and 
New Orleans.” 

In 1905, Donovan‘ described oval bodies 0.5 
to 2 microns in diameter contained within macro- 
phages obtained from the inflammatory exudate 
in granuloma inguinale. A considerable number 
of studies on the etiologic agent have been at- 
tempted. Several reports of bacteriologic re- 
search have attributed the disease to an encap- 
sulated bacillus which, according to some, is spe- 
cific, according to others is related to the Fried- 
lander bacillus and according to another it is 
related to the aerogenes group of organisms. In 
one of the most recent researches on this subject, 
that of Dienst, Greenblatt and Sanderson,? cul- 
tivation of the Donovan bodies was not accom- 
plished, and these authors produced strong evi- 
dence that the Donovan bodies are not related to 
the Friedlander bacillus. 


“Read in Section on Pathology, Southern Medical Association, 
Second Annual Meeting, Oklahoma City, Oklahoma, No- 
vember 15-18, 1938. 
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Experimental lesions have been produced by 
inoculation of material from lesions in Macacus 
rhesus monkeys (de Monbreun and Goodpas- 
ture *®) and in human volunteers (McIntosh; 
Dienst, Greenblatt and Sanderson). 


For the most part granuloma inguinale has 
been observed as lesions of moist surface of the 
skin, chiefly in the inguinal region around the 
scrotum of males and labia majora in females, 
and in the region of the anus. For this and 
other reasons de Monbreun and Goodpasture 
have suggested that the disease may possibly be 
the result of infection from an organism of the 
intestinal flora. In the discussion of MclIn- 
tosh’s report the possibility was considered that 
the disease may not be a venereal infection, but 
may be produced by accumulations of filth upon 
the skin. The relative infrequence of involve- 
ment of the mucous membranes of the genitalia 
has been cited in condemnation of the theory 
of the venereal nature of the disease. 

On the other hand, Pund and Greenblatt!® 
have reported two cases of granuloma inguinale 
in which the cervix of the uterus was involved. 
In these cases the disease simulated carcinoma. 
These authors suggested abandonment of the 
name “granuloma inguinale” and offered “gran- 
uloma venereum” instead. This change seemed 
appropriate since the disease occurred in loca- 
tions other than the inguinal region and the re- 
vised name has been adopted in the title of this 
paper. That the disease may involve mucous 
membranes as well as the skin was established 
by Harris, who has reported a case in which the 
larynx was involved. He collected a number of 
reports from the literature of mucous membrane 
lesions, some of them oral. The diagnosis is 
said to depend upon the characteristic appear- 
ance of the lesion, finding typical Donovan 
bodies, the diagnostic effect of specific therapy, 
and the specific histopathology with especial ref- 
erence to demonstration of a specific mononu- 
clear cell, the cell in which Donovan bodies are 
most commonly found. It may be added that 
reference has been made to the lesion of the 
skin as characteristic rather than to the lesion 
of mucous membranes which is apparently not 
recognized as characteristic at present. 


The histopathologic features, according to 
Pund and Greenblatt," are 


“massiveness of the cellular reaction in which the luxu- 
riant granulation tissue is surcharged with plasma cells; 
the relative paucity of lymphocytes; the diffuse sprin- 
kling of polymorphonuclear leukocytes with focal collec- 
tions in the superficies; the pathognomonic large mono- 
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nuclear cells scattered in various numbers throughout 
the granulation tissue.” 

They describe intracytoplasmic cysts filled 
with deeply staining bodies which represent 
Donovan bodies. The Donovan bodies in the 
cysts are described as round or rod-like; they 
are grouped peripherally, and have an affinity 
for hematoxylin. 

The pathognomonic cell is described by Gold- 
zieher and Peck* as a foam cell evidently de- 
rived from the plasma cell. They recognize the 
pathognomonic cell as the large mononuclear 
cell found in smears. D’Aunoy and von Haam 
have confirmed the status of the pathognomonic 
cell and have further described the histopathol- 
ogy of granuloma venereum as it involves the 
skin in five different stages of pathogenesis 
which correspond to stages of the disease ob- 
served clinically. 


One is left with the impression, which I believe 
erroneous, that Donovan bodies are readily de- 
monstrable, and that biopsies reveal the pathog- 
nomonic cell in all cases. One is also impressed 
by the fact that the disease as it affects the 
skin is recognizable as a clinical entity without 
histopathologic diagnosis, and an occasional hint 
scems to imply that response to specific therapy 
is an exceedingly important diagnostic aid in 
those cases which are said to be “not typical” 
and the Donovan bodies are “not typical.” It 
might be presumed that in such cases the diag- 
nosis is established by the results of specific 
therapy rather than by the demonstration of Don- 
ovan bodies. 


Since January of this year, when our labora- 
tory for tissue diagnosis was established, I have 
been impressed by the number of tissues from 
cases of granuloma venereum that I have re- 
ceived. I have also been interested in the ad- 
vantages and disadvantages of the frozen section 
diagnosis. 

On February 15 of this year Dr. W. H. Par- 
sons submitted for diagnosis a biopsy from a 
lesion of the anterior commissure of the cervix 
and the vaginal vault. A previous clinical diag- 
nosis in this case was carcinoma. 
clinical diagnosis was granuloma inguinale. Al- 
though the sections proved the lesion to be an 
inflammatory one, it was with considerable dif- 
ficulty that I eventually succeeded in finding 
the Donovan bodies which enabled me to confirm 
his diagnosis. 

Since that time biopsies have been submitted 
to me from four patients in Jackson, Mississippi, 
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from whom the tissue was received prior to fixa- 
tion. In these cases the diagnosis of granuloma 
venereum was less difficult because it was pos- 
sible, after frozen section and polychrome stain, 
to determine that the condition was inflamma- 
tory and to obtain films from the fresh tissue 
or from the lesion that could be stained with 
Wright’s stain and examined for Donovan bodies. 


It is interesting to note that all of these four 
patients had lesions of the mucous membranes 
of the genitalia and not, as is frequently re- 
ported, of the skin of glabrous surfaces of the 
inguinal region, or about the anus. It is also 
interesting that three of the patients were women 
and one patient was a man. This is contrary 
to the experience of D’Aunoy and von Haam, 
who found the disease almost twice as frequently 
in men as in women. Members of the colored 
race have been found to have the disease much 
more frequently than whites; for instance, in 
the series of D’Aunoy and von Haam, the ratio 
was 266 to 28. Of the four cases just men- 
tioned, one man was white, one woman white, 
and two women were colored. Of the women, 
the lesion occurred in the cervix in two cases and 
in the anterior wall of the vagina in one. In all 
three women the clinical diagnosis of carcinoma 
was entertained, but with reservation. In the 
white woman a history of venereal contact was 
elicited. At least three of these four patients 
could not be classed as belonging to the lower 
strata of society. 

In addition to these four patients from whom 
the tissue was sent to the laboratory prior to 
fixation, there have been eight biopsies on which 
I have made a diagnosis of granuloma venereum 
when the tissue was fixed in formalin. In four 
of these the lesion occurred in the mucous mem- 
brane of the female genital tract, three in the 
cervix. In one case the lesion occurred in the 
skin about the anus. In three cases the lesion 
occurred in the mucous membrane of the penis. 
In all we have made a diagnosis of granuloma 
venereum in twelve cases: four men and eight 
women. The lesion occurred on the mucous 
surfaces in eleven cases and on the skin in one 
case. It is not possible to report the race of 
patients from whom tissue was sent into the lab- 
oratory from outside sources. Neither is it pos- 
sible to report the economic status of these eight 
patients except that the tissue from six cases was 
submitted from charity hospitals, and one other 
case was known to be a negro. 


In three other cases formalin fixed tissue has 
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been submitted for diagnosis and sections have 
demonstrated what was considered to be the his- 
topathologic picture of granuloma venereum, but 
Donovan bodies could not be demonstrated. 


Analysis of the foregoing data permits us to 
speculate somewhat concerning certain puzzling 
discrepancies that occur between the series en- 
countered in our laboratory and various other 
reports. 


In the first place, only one of these cases had 
a lesion of the skin. The rest had the lesion on 
the mucous membrane of the genitalia. This is 
entirely contrary to most other observations and 
can be explained in the following ways: (1) pa- 
tients who have the lesion in the skin belong to 
a stratum of society which is too ignorant and 
lazy to apply for medical care; (2) physicians 
are recognizing the condition as it affects the 
skin and are applying specific therapy without 
obtaining a biopsy diagnosis; (3) conversely, 
physicians are unable to make a clinical diag- 
nosis of granuloma venereum of the mucous 
membranes and are sending tissue for section 
to rule out the diagnosis of carcinoma. 


In the second place, it appears from this series 
of twelve cases presented here that the disease 
is becoming more common in women. It is 
possible, however, that in locations where large 
series of cases have been reported, women with 
lesions inside of the genital tract have not ap- 
plied for treatment. This possibility is support- 
ed when one considers that the lesion of granu- 
loma venereum may not produce marked sub- 
jective symptoms and occurs in a class of society 
in which untreated venereal disease is common. 
Such individuals are more likely to apply for 
treatment when the disease has produced large 
external ulcers. 


Donovan bodies of granuloma venereum are 
difficult to demonstrate in fixed frozen sections. 
The pathologist has a much better opportunity 
to diagnose this condition if the tissue is sub- 
mitted fresh and is sufficient in amount to 
make films and Wright’s stains. It is probably 
better to have the patient available so that the 
lesions can be aspirated and Wright’s stain 
preparations can be made from the aspirated 
material. It is also apparent that hematoxylin and 
eosin stain of fixed material by the frozen section 
technic may be inferior to paraffin section be- 
cause in the material which is reported here the 
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pathognomonic cell of granuloma venereum has 
been exceedingly difficult to find. Demonstra- 
tion of the Donovan bodies also required a very 
diligent search. It was our impression that nu- 
clear debris, mitotic figures in plasma cells, bac- 
teria and artefacts of all types might be confused 
with Donovan bodies. It is also possible in 
fields heavily laden with plasma cells, that the 
“radkern” nucleus of plasma cells might be con- 
fused with the cyst formation of Donovan bodies. 
Demonstration of the cystic bodies within cells 
is not a useful differential point, because the 
large mononuclear cell of this disease may be 
a swollen plasma cell. It is also possible that 
degenerated plasma cell nuclei may be phago- 
cytized by large mononuclear cells. The rest 
of the histopathologic picture of granuloma 
venereum, well described by Pund and Green- 
blatt and others, is clearly demonstrated by the 
frozen section method. In fact, the presence 
of granulation tissue which contains an over- 
whelming number of plasma cells and a diffuse 
sprinkling of polymorphonuclear leukocytes is 
nearly specific for granuloma venereum in and by 
itself. However, syphilis may produce a some- 
what similar histologic picture, and the common 
glandular cervical polyp may become strangu- 
lated and ulcerated and may contain granulation 
tissue, polymorphonuclear leukocytes, and even 
plasma cells. 

Since it may be implied that all cases of 
granuloma venereum do not present such a clear 
cut diagnostic picture as has been described and 
illustrated in the literature, pathologists must 
develop a technic to demonstrate Donovan bodies 
without fail in all cases. It is entirely possible 
that paraffin sections stained with hematoxylin 
and eosin are already satisfactory in this regard 
and that my skepticism on this point is poorly 
grounded. However, for those of us who use 
the frozen section technic exclusively, there will 
be tissues from granulomatous inflammation of 
the cervix in which we cannot demonstrate 
Donovan bodies. In such cases we should prob- 
ably encourage the physician-in-charge to ob- 
tain Wright’s stained films, or to apply a thera- 
peutic test. 


SUMMARY 
Granuloma venereum is a well-recognized clin- 
ical entity, but the etiology and mode of trans- 


mission are not definitely determined at the 
present time. 


we 
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The histologic diagnosis from frozen sections 
is not so easy as might be supposed from a re- 
view of the literature. 


Tissues from twelve cases of granuloma vene- 
reum have been diagnosed in our laboratory. 
Two of these tissues were obtained from mem- 
bers of the white race and from individuals not 
of the lowest stratum of society. 


The pathologist is more likely to receive bi- 
opsy material from lesions of the mucous mem- 
branes than from lesions of the skin. 


There is a great need for a histologic technic 
that will clearly demonstrate Donovan bodies, 
at least for the benefit of the pathologists who 
use frozen section technic exclusively. 
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DISCUSSION (Abstract) 


Dr. Lawrence W. Long, Jackson, Miss.—I shall not dis- 
cuss the patient with a condition suggesting ulcer of 
the genitals, ecc:ntric in growth, destroying as it invades 
soft tissue in this region; growing along the genito- 
crural folds with raised edges granulomatous in type, 
elongated ulcerations, well demarcated from the healthy 
skin, with dirty fungating floor, bleeding when touched, 
with offensive discharge; nor those with hypertrophied 
masses spreading along the inguinal folds; nor the com- 
bined ulceropapillomatous form. I believe we are fa- 
miliar with th: typical forms. Yet we are all confronted 
with clinical cases in various phases of development 
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which require our sharpest eye and judgment as well 
as all available aids to make a clear-cut diagnosis. We 
must resort to all means for making this diagnosis even 
to the therapeutic test at times. 


I wish to discuss for a moment the mucous mem- 
brane form of this disease, since it has been forcefully 
brought to my attention. Some of the mucous mem- 
brane cases have surprised me. It is very disconcerting 
to the clinician to see a clear-cut fungating le ion of the 
female cervix which by all reason on inspection should 
be an early epithelioma. It has every appearance of 
the disease. A frozen section is made to determine the 
plan of treatment, and while awaiting the report, by 
use of the electro-coazulating and cutting current, the 
cervix is coned thoroughly, shelling out all diseased 
tissue and leaving a dry, funnel-shaped area in the 
cervix preparatory to insertion of radium, if necessary. 
I should like to pause here to condemn the practice of 
amputation of the cervix and to extol the virtues of 
conization in erosion, eversion, granuloma and carci- 
noma as a curative in some while, of course, in carci- 
noma it is used a3 « pr_paratory treatment. 


By this time the segort is returned and the condition 
i; found to be gran:ahoma venereum of the cervix. The 
treatment then has. been given, for since th: work of 
Greenwood published in the British Journal of Radiology 
(4:488, 1931), I have been convinced that one of the 
greatest adjuncts to the treatm:nt of granuloma in- 
guina'e is fulguration with either the radio knife or 
the gap type of machinz, and my results have been 
much impcoved over hypodermic medication and local 
application of healing drugs. I believe it is very im- 
portant to use fulguration in the treatment of this con- 
dition. 

Since cases have been reported of provcn granuloma 
venereum infection of the larynx, mouth, vaginal and 
anal mucous membrane, it is imperative that we con- 
sider this disease at all times in these locations when an 
ulcerative granulomatous type of le:ion is seen. But we 
must depend on the pathologist very staunchly for the 
final diagnosis. 


The high frequency current from either a tube or 
gap machine applied by a fulguration electrode to the 
part affected is one of the greatest advances toward 
a cure that I have found. It is app‘ied, of course, under 
an anesthetic. One of the cases of granuloma inzuinale 
of the cervix mentioned by the essayist was treated by 
me with conization of the cervix and no other therapy 
than vaginal irrigations. A Frei test was done as a 
diagnoztic procedure and found negative, but no other 
treatment was used. Let me urge you to usz fulgura- 
tion in the treatment and to us: the pathologist in 
diagnosis. 


Dr. Harry C. Schmeisser, Memphis, Tenn.—It would 
se2m advisable to clarify the discus:ion by stating that 
two entirely distinct venereal diseases of somewhat 
similar names exist. Granuloma venereum, the subject 
of the present paper, has in the past been known as 
granuloma inguinale. It most commonly is a granu- 
loma of the external genita‘ia, extending in the skin to 
the inguinal region, in which the Donovan bodies may 
be demonstrated. Lymphogranuloma venereum, for- 
merly known as lymphogranuloma inguinale, begins as 
a small primary lesion on the mucous surface of the 
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genitalia and extends by the lymphatics in the male 
to the inguinal nodes and in the female to the lymphatic 
flexus about the wall of the rectum. It is caused by a 
virus and may be diagnosed by the Frei test. 


Dr. John A. Lanford, New Orleans, La—The many 
synonyms under which the disease in question is called 
are confusing, but when taken with the many names 
applied to the virus-producing disease of the genitalia, 
they result in still more confusion in the minds of the 
general profession. In our location we prefer to call 
the venereal disease due to the Donovan-like bodies 
granuloma inguinale, and I prefer that term to granu- 
loma venereum. 


Rather more recently the virus-producing disease 
which was formerly called lymphogranuloma inguinale 
is being called lymphopathia venereum, and since the 
term more nearly indicates the location of the principal 
pathologic lesions of the disease, that is, in the lymph 
structures, it is more descriptive, and should result in less 
confusion with the disease due to the Donovan-like 
bodies. 


The most striking pathologic picture in granuloma in- 
guinale (venereum) is the long pegs of epithelium drawn 
down by the dense connective tissue into the deeper por- 
tions of the skin, together with marked round cell 
infiltration, dense fibrosis and granulomatous forma- 
tions. The surface frequently shows a thin layer of 
squamous cells with varying amounts of leukocytic in- 
filtration. The absence of intimal proliferation, wide- 
spread necrosis, tubercle formation and fungi enable 
one to make a diagnosis histologically. The demonstra- 
tion of Donovan-like bodies in smears from the deeper 
portions of the lesion by means of Wright’s or Giemsa 
stain is fairly easy. The demonstration of the organ- 
isms in tissue sections is very difficult with stains other 
than some of the Romanowsky stains. 


Dr. Henthorne (closing) —It has been customary for 
authors clearly to distinguish between the types of ve- 
nereal granulomas at the very beginning of their papers, 
and it is apparent that I have committed a grievous 
error by not following the usual routine. I am very 
grateful to the men who in discussing this paper have 
pointed out my error and have clarified the terminology. 


We are concerned with granuloma venereum, other- 
wise known as granuloma inguinale, which is caused by 
an organism of unknown nature, but believed to be 
related to the Donovan bodies found within the cells 
of the lesion, and we are not concerned with lympho- 
pathia venerea for which the Frei antigen is used to 
establish the diagnosis. We are particularly fortunate 
in having a discussion by Dr. Lanford, who has un- 
doubtedly had far more experience with granuloma 
venereum than I have had, because my first experience 
with this disease occurred in February of this year. I 
am certain that Dr. Lanford’s experience extends over 
a much longer period of time. The name “granuloma 
venereum,” instead of “granuloma inguinale,” has been 
used chiefly by those authors who have encountered 
the disease in locations other than the inguinal region. 
In answer to the question as to my opinion of the 
nature of the infectious agent I must state that I have 
had no experimental experience in this field and believe 
that my opinion would be of no value. 
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THE BENEFICIAL EFFECTS OF SYN- 
THETIC COCARBOXYLASE ON NUTRI- 
TIONAL POLYNEURITIS (BERIBERI) 
AND OF THE SYNTHETIC PHOS- 
PHORIC ACID ESTER OF RIBO- 
FLAVIN IN THE TREATMENT 
OF RIBOFLAVIN DEFI- 
CIENCY IN MAN* 


By Tom D. Spies, M.D. 
Cincinnati, Ohio 


Using methods previously described,)? we 
have studied the effect of synthetic cocarboxy- 
lase on eleven selected cases of nutritional poly- 
neuritis. These patients, maintained on a de- 
ficient diet and receiving two intravenous in- 
jections of sterile solution of physiologic saline 
twice per day, steadily became worse. At the 
end of ten days, without the patients’ knowl- 
edge, 10 milligrams of synthetic cocarboxylaset 
were added to each of the daily injections. All 
other conditions remained unchanged. Within 
twenty-four hours there was definite relief from 
pain, and within forty-eight hours the patients 
were slceping without codeine, whereas previ- 
ously repeated doses of codeine had been neces- 
sary to dull the pain for intermittent sleep. 
After three days of therapy, the administration of 
cocarboxylase was discontinued, and within ten 
days the symptoms had partially returned. 
Again the substance was administered with strik- 
ing therapeutic improvement. 

Sebrell and Butler® and Vilter, Vilter and 
Spies,t independently, have shown that ribo- 
flavin is important in human nutrition. Two se- 
lected cases of riboflavin deficiency were treated, 
under controlled conditions, with the synthetic 
phosphoric acid ester of riboflavin. The des- 
quamated lips, cracks in the corners of the mouth, 
condones on the nose, and the “sharkskin” ap- 
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pearance around the nasolabial folds, which are 
characteristic of riboflavin deficiency, improved 
within four to six days following the adminis- 
tration of this substance. The patients con- 
tinued to eat the same deficient diet, but therapy 
was discontinued at this time. Within two weeks 
there was a return of symptoms of riboflavin de- 
ficiency. These patients were then treated with 
synthetic riboflavin with similar relief. 


These studies show that thiamin pyrophosphate 
(cocarboxylase) possesses antineuritic properties 
in human beings, and that the phosphoric acid 
ester of riboflavin is effective as a therapeutic 
agent for riboflavin deficiency. 


These studies support the hypotheses that thi- 
amin acts by being changed into the pyrophos- 
phate (cocarboxylase), and that riboflavin may 
act in the body as riboflavin phosphate. 
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A NOTE ON THE BLOOD CODEHYDRO- 
GENASES I AND II IN LYMPHATIC 
OR MYELOGENOUS LEUKEMIA* 


By R. W. Vitter, M.D. 
S. P. Vitter, Px.D. 
and 
Tom D. Spies, M. D. 
Cincinnati, Ohio 


We have described previously!* the low con- 
centration of codehydrogenase I or II (cozy- 
mase, coenzyme) in the blood and urine of pa- 
tients with lymphatic or myelogenous leukemia. 
The present report is concerned with repeated 
estimations of codehydrogenase in the blood of 
eighteen selected patients with either lymphatic 
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or myelogenous leukemia. The codehydrogenase 
was approximately 1 per cent of normal, as tested 
by methods previously described.* 

We had shown’? that this codehydrogenase 
could be elevated in the blood of pellagrins 
and diabetics in severe acidosis by the ad- 
ministration of nicotinic acid; accordingly, we 
gave this substance in 100 milligram amounts 
five times a day. Little change in the codehy- 
drogenase occurred following the administration 
of nicotinic acid. Synthetic riboflavint was tried 
also on two of these patients, first as the only 
medication and then together with nicotinic acid. 
This plan was adopted because it is known 
that the yellow flavin enzyme can oxidize and 
thus regenerate the reduced or “spent” form of 
cozymase. The combination of the synthetic 
drugs also failed to increase the codehydrogenase 
(I or II) content of the blood in leukemic pa- 
tients, so the therapy was supplemented with the 
oral administration of 100 grams of “strain G” 
yeastt per day. The codehydrogenase was ele- 
vated rapidly in the blood and urine of these 
patients and was accompanied by a gain 
in strength, but we have experienced great dif- 
ficulty in maintaining this codehydrogenase con- 
tent of the blood and urine over long periods of 
time, even though the medications remained the 
same. To date we have not observed any signifi- 
cant change in either the number or type of 
white blood cells. These observations suggested 
a search for an abnormality of the apozymase, 
the protein factor in this dehydrogenase com- 
plex. It was found that the blood of these pa- 
tients contained an abnormal protein which is 
visible as large gelatinous masses when the blood 
is laked with water and heated to 42° C. The 
amount of this substance seems to be propor- 
tional to the severity of the clinical syndrome, 
and to arise from the abnormal leukocytes. We 
are grateful to Dr. William C. Rose, Professor 
of Chemistry, University of Illinois, for examina- 
tion of a sample of this material from one pa- 
tient. He is of the impression that this protein 
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is unlike any of the normal types found in human 
blood. 


SUMMARY 


These observations confirm and extend those 
previously described. The content of codehy- 
drogenase I or II in the blood of leukemic pa- 
tients as seen in eighteen cases is decreased 
markedly in comparison with the observed nor- 
mal values. Also, the finding of a blood pro- 
tein with peculiar characteristics is possibly of 
fundamental importance. 
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EPIDEMIC OF NURSERY DIARRHEA* 


By J. P. Costetto, M.D.¥ 
and 
H. E. Linn, M‘S., C.P.H.t 
St. Louis, Missouri 


The average hospital nursery for newborn ba- 
bies is a good incubator for certain types of 
pathogenic micro-organisms. Frequent out- 
breaks of impetigo, erysipelas, infectious diarrhea 
and other infections point to the above asser- 
tion. 

In this article we wish to report a series of 
26 infantile diarrhea cases with 11 deaths oc- 
curring at the St. Louis County Hospital during 
the winter-spring season of 1938. 


Our epidemic was in every respect similar to 
those reported by Frant and Abramson for the 
hospitals of New York City from 1934 to 1937 
with a total of 711 cases, of which 335 died. 
Likewise, it was similar to those reported in 23 
outbreaks of 15 cities such as Seattle, Chicago, 
Toronto, Memphis, Rochester, Buffalo, Teaneck, 
New Jersey, Cincinnati, Cleveland, Edinburgh, 
Scotland, and Garches, France. 


According to Dr. John Zahorsky, who is or 
has been associated with every institution for in- 
fants in St. Louis, no one of our local institutions 
has escaped such outbreaks. 


*Received for publication March 7, 1939. 
tPediatrician to St. Louis County Hospital, St. John’s Hospital. 


tBacteriologist to St. Louis County Health Department, St. 
Louis County Hospital. 
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Etiology.—This disease is peculiar to newborn 
infants, seldom being contracted by an infant 
over one month old. Both sexes, regardless of 
race, are equally susceptible. There is no season 
in which this type of infection may not cccur. 

The youngest child in our series developed 
this infection in 8 days. Breast fed and those 
artificially fed were equally susceptible. Prema- 
ture babies were more prone to contract this 
disease in a severe form which was fatal in all 
instarc:s. 

Bactcriology.—Prior to this outbreak a series 
of experiments had been conducted to determine 
the correlation of upper respiratory infection of 
the mother with that of her infant and the time 
required before the infant became infected. This 
work included a large number of swabs from the 
nose and throat of the mother at delivery and 
infant at birth, followed by the same procedure 
at frequent intervals up to a period of 48 hours. 

This work showed, as was expected, that the 
microflora. of the upper respiratory tract of the 
infant was usually sterile at birth, but became 
infected readily within 24 hours with all the 
micro-organisms normal to the mother and, in 
addition, with other organisms from other 
sources. 


It is known that bacteria enter the gastro-in- 
testinal tract within a few hours and among those 
found usually are: B. coli, B. lactis aerogenes, B. 
acidilactici, streptococci, staphylococci, B. 
welchi, B. proteus, B. faeca’is, B. alkaligenes, B. 
morgani, and “blue bacillus of Escherich.” 

“In 1898, Escherich found in an epidemic of diarrhea 
among young children a large number of blue stained 
bacilli, some of which resembled Escherichia coli morpho- 
logically and others which were more like the organisms 
found in the stool of brea:t-fed babies. Some resembled 
the pseudodiphtheria bacili, others the streptothrices 
which formed radiating colonies on agar.” 

Stomach contents withdrawn with aseptic pre- 
caution from our series of cases of sick infants 
revealed in all instances the presence of Proteus 
vulgaris as the predominating organism and at 
times it was accompanied by B. coli. It must be 
admitted here that on examination of the stom- 
ach contents of normal infants the free hydro- 
chloric acid content was extremely low, but not 
absent, and in no instance was either Proteus 
vulgaris or B. coli found. Healthy infants up to 
one month of age display little or no free hydro- 
chloric acid by laboratory examinations. 


Stool examination of infants afflicted showed 
presence of P. vulgaris in all cases which termi- 
nated fatally. In those that recovered we were 
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unable to isolate this organism either because 
it was absent or because it was thought to be B. 
coli, 


Subcutaneous animal inoculation with live 
suspensions of P. vulgaris isolated from stool and 
stomach contents of infants which died killed 
250-300 gram guinea pigs in 2-6 days. On au- 
topsy intense dehydration, distention of abdo- 
men and isolation of P. vulgaris from stools and 
stomach contents were obtained. Organisms 
such as B. coli isolated from stool of infants 
with mild symptoms failed to kill guinea pigs in 
10 days. Stool examinations of those in contact 
with infants, such as mothers, nurses, attendants 
and doctors in no instance revealed the presence 
of P. vulgaris. 


From the above work we feel that in this 
epidemic we were dealing with a pathogenic 
strain of P. vulgaris associated with B. coli. We 
feel, too, that a contributing factor is the absence 
of an extremely low free hydrochloric acid con- 
tent of the infant’s stomach, which probably fa- 
vors the growth and production of bacteria capa- 
ble of producing a toxic condition like that found 
in these infants. We realize of course the possi- 
bility that infection with P. vulgaris and its pos- 
sible toxins may not have been the primary 
cause of these diarrheas, but may have been sec- 
ondary. 


The following table gives a summary of bacte- 
ria isolated from epidemics occurring elsewhere: 


COSTELLO AND LIND: 
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Pathology.—There were no constant findings 
in our series of six autopsies. Macroscopically 
and microscopically, nothing was seen in the 
gastro-intestinal tract which one would expect 
from a disease capable of producing death. As 
it was expected, bronchopneumonia and few scat- 
tered hemorrhages in other viscera were the con- 
stant findings. 

Symptomatology.—tThe first sign of the dis- 
ease was the passage of a loose green stool. This 
was followed by several other similar bowel 
movements within a few hours. Vomiting soon 
followed, which was at times of the projectile 
type. After the first day wretching as a rule 
accompanied the vomiting. Dehydration oc- 
curred on the second day and was out of pro- 
portion to the water loss from stool and urine. 
A severe form of toxemia was seen in many cases. 
This became apparent within 12 hours of onset. 
In the severe forms the abdomen became dis- 
tended and this could not be relieved by stomach 
or rectal tubes. There was considerable abdomi- 
nal tenderness, as many of these babies had a 
cry sharp in character, occurring at short inter- 
vals, made more severe by abdominal palpation. 
The loss of weight was marked from the onset, 
ranging from a few ounces to one pound per 
day. 

Physical Findings —The skin was usually dry 
and dehydrated. The fontanels were sunken. 
The eyes presented the glassy appearance fre- 
quently seen in infant toxemias. Ears, nose and 
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2 
|3 
3 2 vs Organisms Recovered 
da | 22 | 
1 Michael Reese Chicago Winter-spring 1930 34 14 41.0 B. mucosus-capsulatus; anhemolyti¢ 
streptococci 
2 Sick Children Toronto, Ont. Spring 1933 15 9 60.0 B. dispar 
3 Memphis Gencral Memphis, Tenn. Winter 1933-34 ho pee 47.0 B. coli mutabile 
4X Teaneck, N. J. Winter 1934 20 11 52.0 
5 Providence Seattle Winter-spring 1935 23 14 61.0 Monilia 
6 Lariboisiere Garches, France 1935 5 sai sale Intermediary B. dysentery (Shiga- 
Flexner type) 
7 Royal Maternity Edinburgh, Scotland 1932-1935 41 11 27.0 — Sa mag B. pyocaneus, S. viridans; 
8 Y-Z Buffalo 1935 18 8 44.0 
9 St. Louis County Clayton, Mo. Winter-spring 1938 26 11 42.0 P vulgaris 
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throat were normal. Respiratory movements 
were deep and increased in frequency. The lungs 
showed scattered rales, and at times a beginning 
bronchopneumonia as a terminal complication in 
the fatal cases. At the early stage the abdomen 
was flat with no masses or tumors palpable. In 
the more fulminating cases, however, there was 
considerable distention and rigidity. With the 
exception of two cases in our series, the reflexes 
were normal. The two cases showing abnormal 
reflexes had an accompanying meningismus. 


Laboratory Findings —Blood examination re- 
vealed a slight increase in the white blood cells, 
with a mild shift of the Schilling count to the 
left. 


The urine was negative in all cases. 


Prognosis—The prognosis was extremely 
grave in all cases. In the milder forms that 
showed a response to treatment, the recovery was 
a slow one, requiring 10-20 days. If the infant 
held its weight after the initial severe loss dur- 
ing the first two or three days of the disease, the 
prognosis became progressively better. In the 
more fulminating cases, in spite of every known 
therapeutic measure, death resulted within 48 
hours. 


If such an epidemic occurred in a private in- 
stitution where one is dealing with full-time 
healthy babies rather than with the weak prema- 
ture types seen among the indigent, the mortal- 
ity should be considerably lower. Especially 
would this be true if each baby had all the 
facilities of a private room and nurse. 


Prophylactic Treatment.—In order to elimi- 
nate the very likely possibility that this might 
be an air-borne infection, such outbreaks should 
be looked upon and treated as a communicable 
disease. 

Infant foods (prepared with aseptic precau- 
tion) have little or nothing to do with the pro- 
duction of the disease. This opinion is based 
on the fact that no further outbreaks have oc- 
curred at this institution since the initial out- 
break, although the infants have had and now 
have the same foods as did those infants who 
contracted the disease originally. 


Therapeutics —The forcing of fluids by every 
known means is of paramount importance. 
Fluids should be forced from the very onset of 
the disease rather than to wait until dehydration 
has taken place. The procedure should be con- 
tinued until all signs of toxicity and dehydration 
have abated. 
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Blood transfusions were valuable in lessening 
the severe toxemias and impending acidosis. In 
no instance did a blood transfusion seem to pro- 
duce any beneficial effect. 


A variety of foods were used in the feeding 
of babies sick with this disease. It is felt that 
no one food such as “the apple diet” has any 
curative value in the treatment of the disease. 


To prevent acidosis, alkalis were given early 
in the disease, care being taken not to produce 
alkalosis, yet toxic symptoms invariably fol- 
lowed. Other drugs which ordinarily are used 
such as intestinal antiseptics showed no benefi- 
cial effect. 


CONCLUSIONS 


Our epidemic was similar in many respects to 
those reported in various hospitals throughout 
the temperate zone. We feel that the severe tox- 
emia was a result of the absorption of toxins 
from development of bacteria in the gastro-in- 
testinal tract. 


We fully realize that Proteus vulgaris is found 
in healthy individuals, but it is rarely found 
predominantly in the intestinal tract and rarely, 
if at all, in the stomach, except under pathologi- 
cal conditions. 


The disease was characterized by its constantly 
severe and frequently fatal toxemia. Its onset, 
cause and duration are so similar in these cases 
as to strongly suggest that this disease be classi- 
fied as communicable. 


We wish to express our deep appreciation to Dr. E. 
Lee Dorsett, Chief of the Obstetrical Division of the 
St. Louis County Hospital, whose advice facilitated this 
work, 
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HOSPITAL EXPOSURE TO THE COMMON 
CONTAGIOUS DISEASES OF 
CHILDREN* 


By Frank C. Nerr, M.D. 
Kansas City, Kansas 


In the children’s department of our hospital 
and occasionally in the adult wards the following 
diseases have been found to be the ones most 
commonly complicating hospitalization, verified 
7 the secondary diagnoses on the patients’ 
charts: 


Pertussis 
Varicella 


Scarlatina Measles Mumps 
Diphtheria Rubella 

Smallpox has not occurred for many years, 
diphtheria only once or twice yearly. The scarc- 
ity of these two diseases is due to the activities 
of physicians and public health authorities in 
immunization. Chickenpox and German measles 
are nuisances, the former highly transmissible, 
neither of them of serious importance as a men- 
ace. Epidemics of mumps bring few cases into 
the hospital unless there are complications. Oc- 
casionally we see an individual with “surgical 
mumps.” Pertussis, scarlet fever and measles 
have proven to be the most numerous and of the 
chief practical concern. 

Our children’s department contains numerous 
small wards and a few separate rooms. We have 
been without cubicles, using glass or other 
screens wherever isolation was desired and pri- 
vate rooms when available. Fortunately epi- 
demics have not caused us any great trouble, 
although for brief periods admissions have had 
to be discontinued, due to the outbreak of con- 
tagion. In isolated portions of the hospital we 
have occasionally admitted known cases of scar- 
let fever and diphtheria. From these no crossing 
of the infection to other children has occurred. 
Nevertheless, admission of one of these infec- 
tions into the hospital may be a menace if any 
of the nursing and intern personnel happens to 
be unprotected. 

The outbreak of the occasional contagious 
disease is well known throughout the hospitals 
both of this country and abroad. The problem 
is of interest to every physician who refers chil- 
dren for hospital care because he feels anxious 


*Read in Section on_ Pediatrics, Southern Medical Association, 
Thirty-Second Annual Meeting, Oklahoma City, Oklahoma, No- 
vember 15-18, 1938. 

*From the Department of Pediatrics, School of Medicine, Uni- 
versity of Kansas. 
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that no accident happen to them during hos- 
pitalization. It is unnecessary to emphasize 
that the officials of the institution are also gen- 
uinely concerned. 

Brennemann and others have referred to in- 
fection originating in the hospital as “insults.” 
The attitude toward the hospital where children 
are housed is naturally critical when a sick or 
crippled child who enters it is exposed to or 
acquires a contagion therein. Criticism occurs 
whether the hospital has exercised all known pre- 
caution or in spite of the fact that occasional oc- 
currence seems unavoidable. 

A hospital should be prepared to take care of 
the common diseases which develop in the com- 
munity. A special contagious hospital is diffi- 
cult to maintain even in the largest cities because 
it is idle for months at a time when there is no 
epidemic. The expense of such an institution 
is prohibitive in the average city and small com- 
munity. Therefore constant thought should be 
given to the question of care of such contagions 
as present themselves or arise within the insti- 
tution. This will add greatly to the quality of 
the service which local hospitals may perform. 

The number of children in a community where 
no serious attempt has been made at active im- 
munization adds considerably to the menace of 
hospitalization. At the admission desk infor- 
mation could easily be gained as to the known 
immunity of the incoming patients. 

Contagious Outbreaks in the Hospital—lt is 
well to consider the subject under three aspects: 

(1) The child who is already in the active 
stage when presented for admission, but in whom 
the disease is unrecognized. 

(2) The patient entirely well at the time of 
admission, but actually in the incubation period, 
or is exposed during hospitalization. 

(3) The problem of handling contacts when 
an outbreak of a contagion has begun. 

Illustrative Cases of Pertussis in Incubation 
Period.—The following instance occurred in the 
orthopedic department of our hospital: 

December 29, a child was admitted entirely 
well for club foot correction. The preliminary 
routine blood count was normal. On January 3, 
five days after admission, the child was heard 
to whoop and the blood count found to show 
25,000 leukocytes, of which 72 per cent were 
lymphocytes. The child was then isolated and 
ran a typical course throughout a month. No 
hospital crossed infection occurred. 
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Diseases Already Present but Unknown to Par- 
ent.—Two children in one family were admitted 
for tonsillectomy. They were placed alone in 
a small room and the blood was at once rou- 
tinely examined; Beverly, aged 3 years; Elmer, 
aged 6, were found to have white counts of 
50,000 and 40,000 with lymphocytic percentage 
of 75 in one of the children, 57 in the other. 
A provocative cough brought out typical per- 
tussis. The children were promptly sent home, 
where, after recovery, they were again admitted 
and the tonsils removed. No infection resulted 
in the hospital. 

Emergency Admission—The child with per- 
tussis having no fever plays outdoors, or rides 
in the family automobile. Because of the high 
risk of automobile accident any child is a po- 
tential patient in a surgical ward. 

An illustrative. case: a 2-year-old child, the 
victim of an auto accident, unconscious from 
cerebral concussion, was rushed to the hospital, 
admitted to a small ward containing four cribs, 
three of which were being occupied by infants 
who had recently been operated upon for cleft 
palate. On the second day the accident case 
was found to have pertussis, and on inquiry the 
mother stated that she had been so excited that 
she neglected to mention the whooping cough. 

The three infants exposed for two days were 
taken out of the ward and placed in individual 
rooms. In spite of a negative history for per- 
tussis, the infants escaped the disease. 


PLAN OF SMALL FOUR BED WARD 


is’ 


WHOOPINC COUGH 
2-3-4- POSTOPERATIVE CLEFT PALATE 


Fig. 1 
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As shown by the diagram, the cribs were lo- 
cated in the corners of the room, which was 
about 16x16 feet. All of the infants had re- 
mained constantly in their cribs. So their es- 
cape from infection may have been due to the 
comparative shortness of the exposure and the 
distance between beds. The pertussis patient 
was in the height of the disease. Pertussis 
seems to be variable in its infectivity and is 
generally regarded as less contagious than 
measles or chickenpox. 


Scarlet Fever.—At no time is a prompt diag- 
nosis of scarlet fever more necessary than on its 
occurrence in a hospital room containing other 
children. Adding to the difficult handling of 
the situation is the mild type of scarlet fever 
common in recent years. Under hospital condi- 
tions as above suggested every scarlatiniform 
rash should be considered specific until dis- 
proven. This means that isolation and protec- 
tion of contacts should be at once begun, using 
all efforts such as Dick testing to help deter- 
mine susceptibility and advisable treatment. 
Our hospital rashes are usually discovered early 
and at once reported, so there is the opportunity 
for prompt isolation. 

Scarlet fever has been a frequent but not un- 
controllable invader of our institution. Nurses 
have been affected nearly as frequently as the 
children: they may have been on duty in the 
hospital in other departments. Outbreaks have 
followed the presence of sore throat alone. An- 
gina in the hospital should always be promptly 
isolated. 


Specific Treatment.—The laboratory of any 
hospital can generally secure convalescent blood 
and easily prepare human serum for use when 
an epidemic occurs. Lyophile serum* is a pow- 
der obtained from pooled blood of convalescent 
cases, or from immune adults with a Dick nega- 
tive reaction. This is prepared for use by dis- 
solving in sterile water. This may be kept on 
hand or obtained quickly by means of telegraph 
and airplane so it may be administered to exposed 
individuals. 

We have found the following symptoms and 
signs of recognized value in the identification of 
scarlatina in the early stages and mild forms: 

Initial vomiting; fever; angina (none or 
slight in surgical scarlet); rash, most commonly 
on trunk, groin, bend of elbow; signs, straw- 
berry tongue, Pastia’s lines, blanching test of 


*Philadelphia Serum Exchange, Children’s Hospital, Philadel- 
phia, Pennsylvania. 


| 
i 
! 
i 
{ 
12 
| 
| 
16 
| 


Vol. 32 No.6 


rash; leukocytosis; positive culture for beta 
hemolytic streptococcus. 

Differential Diagnosis—The above symptoms 
and tests will be of help in differentiating scarlet 
fever from many rashes which resemble it. 
Among the latter is atropine fever with erythema, 
also the various other drug rashes. 

Measles Emergencies.—In two instances chil- 
dren were sent into the hospital with acute ap- 
pendicitis complicating the active stage of 
measles. Both of these were recognized on ad- 
mission, kept isolated, and no hospital spread 
occurred. A diabetic acidosis was admitted as 
emergency. During the process of admitting 
this comatose child it was learned he was in the 
sixth day of fever and the third day of measles 
rash. He was kept isolated for the remainder 
of his stay, which terminated in an uneventful 
recovery. There were several contacts, but no 
known transmission of the disease. It is con- 
sidered probable that the infectivity of measles 
is not great after the rash has reached its height. 

Measles Epidemic of 1938—Before the epi- 
demic reached our locality, a child from out of 
town was admitted for correction of strabismus. 
While awaiting operation he was allowed to 
be ambulatory. On the fifth day of his hospi- 
talization he was found to have high fever and 
catarrhal symptoms and was isolated for measles. 
He was responsible for spread of the disease to 
several susceptibles. After his recovery he 
atoned somewhat by supplying convalescent 
blood. This was injected into those children he 
had exposed in time to modify the disease in 
them. 

Placental extract is of much value for modifi- 
cation of the disease, and we used it in numerous 
instances. Parental blood, in doses of 15 c. c., 
was injected intramuscularly in some of the 
children exposed at the hospital, for the same 
purpose as placental extract. 

Measles is the most typical in its frequent 
recurrences as an epidemic, and the hospital 
may reasonably expect to have outbreaks about 
every other year. The infectivity is so high 
that isolation in rooms is necessary. Because 
of the tendency to bronchopneumonia and the 
severity thereof, measles is the most serious of 
hospital-borne contagions of children. 

In a child from 1 to 3 years of age on numerous 
occasions we have had to differentiate measles 
from exanthem subitum. Both of these diseases 
have a leukocytopenia and the fully developed 
rash on the skin is much similar. In obtaining 
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the history of measles the parent is apt to have 
an indefinite idea of the difference between 
German measles and measles. 


DISCUSSION 


Various authors say that cubicles will not pre- 
vent the spread of measles and chickenpox, for 
such air-borne infective virus may be carried 
above the cubicles. It has been reported that 
streptococci have been obtained from the air 
of the ward where scarlet fever is being treated. 

Husler,! in Europe, placed whooping cough, 
diphtheria, scarlet fever and mumps among the 
short-distance infections. The long-distance in- 
fections include measles and chickenpox, and 
these furnish most of the difficulty in hospitali- 
zation of children. 

A cubicle for each patient has been the aim 
of children’s hospitals, for strict bed-unit isola- 
tion is esscntial, though it is expensive and ap- 
parently b yond the reach of the average insti- 
tution. 

However, Park? and his associates concluded 
that quarantine and strict isolation in the chil- 
dren’s hospital is attended by more disadvan- 
tages than merits. They used specific convales- 
cent sera for prophylaxis against the usual con- 
tagious diseases for half of their susceptibles and 
the other half received only the usual hospital 
precautions. 

Wagner, of Vienna, developed a plan for the 
hospitalization of children so that one cubicle 
ward would house children who were immune 
to measles, for example, as well as active 
measles cases. The parents were required to 
sign a release for crossed infection such as sur- 
geons obtain against liability. Wagner con- 
cluded that children receiving just as good care 
at home should stay there, going to the hospital 
only for specialized symptoms which can be 
better treated in a hospital. 

Coexistence of contagions may be a factor oc- 
casionally. I saw one instance of the coinci- 
dence of scarlet fever, chickenpox and whooping 
cough in the child. It is needless to say that if 
a case of that sort were hospitalized, the child 
would need to be confined strictly in a private 
room. 

McKhann has recently published his observa- 
tions from the Children’s Hospital in Boston as 
they concern infants. He recommends that, sep- 
arate rooms are even better than any type of 
cubicle, though the cubicle with sides reaching to 
the ceiling approaches the efficiency of the 
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separate rooms. In measles and other upper 
respiratory infections, air-borne pathways of in- 
fection play a great part and the right sort of 
mask should be worn. McKhann recommends 
gauze masks with gauze or paper filler worn by 
the attendants and that such masks can be ef- 
fective in at least 50 per cent of the instances. 


Since the common contagious diseases are 
communicable through the pathway of the upper 
respiratory system, it would seem that adequate 
masks and a deflection of currents of air away 
from the susceptible individual will be of most 
help. It is probable that there has been too 
little use of masks and too much emphasis placed 
upon the wearing of gowns with the idea that the 
exanthem are transmitted by desquamation and 
fomites. 


We are experimenting with various types of 
masks which are available and we hope to devise 
one which will be comfortable, easily applied, 
and effective. 

An English text on infectious disease,> in 
speaking of so-called cross infection in “fever 
hospitals,” mentions the difficulty in differenti- 
ating, at admission, a scarlatina membrane from 
diphtheria when the rash is not typical. It also 
mentions the fact that a member of the staff 
may acquire the disease from a source either off 
or on duty. 

It is obvious that visitors may be just as much 
a source of infection as the hospital personnel. 
Fortunate is the hospital where promiscuous 
daily visitation is not permitted. The isolation 
in cubicles and private rooms also reduces the 
risk from visitors. Therefore a special provision 
for handling contagions applied to the construc- 


‘tion of the hospital is one of our greatest needs 


in order to reduce the incidence of infection. 

As stated above, much good can come from a 
careful history obtained on admission as regards 
susceptibility or recent exposure. A blood count 
should be made, the body temperature taken and 
the child examined in the receiving room. 


The case incidence of outbreaks and exposure 
will be less in the hospital service that has the 
quickest turnover of patients. It has been our 
experience that tonsil and adenoid patients en- 
tering for immediate operation are not apt to 
be exposed, for they remain in the hospital usu- 
ally not over 24 hours, and are placed in private 
rooms or special wards. 

What can the average hospital do that the 
danger of spreading the disease may be reduced? 
During epidemics admission of susceptible pa- 
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tients should be discouraged unless the hospital 
can convert a section into an isolation unit. 
Special hospitals for contagious disease are very 
expensive and impractical except in large cities 
as compared with the utilization of a quarantined 
section of the regular hospital building. 

In conclusion, our records show fewer cross 
infections than we had believed. 

An ideal construction for children would be the 
building of small rooms exclusively, and doing 
away with wards. 

Every effort should be made to detect the 
presence of contagion in visitors, prospective pa- 
tients, and the hospital personnel. 

Only immune nurses should be assigned to 
children’s wards. 

It should be the duty of some one of the per- 
sonnel to watch daily throughout the hospital 
for early signs of contagion. 

Active immunization should be performed on 
children who are to stay in the hospital for any 
extended period. 

Passive immunization should be given hospi- 
tal children in the presence of an active case or 
epidemic. 
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DISCUSSION (Abstract) 


Dr. Hugh Leslie Moore, Dallas, Tex.—While the acute 
contagious diseases all too frequently break out in a 
children’s hospital, careful admission examination along 
with a complete history will eliminate many of these 
cases. 

An isolation unit where new admissions, no matter 
what the original diagnosis, are kept each in a separate 
room for the first twenty-four hours after admission, 
will eliminate more. And lastly the preventive methods 
described by Dr. Neff and practiced in all children’s 
hospitals will prevent much of the spread of these 
diszases. 

Nothing excites the staff of a children’s hospital to 
action more than the appearance of one of these dis- 
eases on a ward. Nurses, orderlies, house staff and chief 
all take a hand in attempting to protect all the other 
children. 

Contrast this with the indifference with which the 
ordinary respiratory infections are isolated. For every 
cross infection from one of the specific acute contagious 
diseases in a well-regulated hospital, there are literally 
a hundred cross infections from acute nose and throat 
infections. 
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The acute contagious diseases raise their own red flag. 
The common cold slips by almost unnoticed and does 
almost as serious a job as the exanthemata. 

Without in the least detracting from the importance 
of everything Dr. Neff has said, I should, therefore, 
like to add that every acute upper respiratory infection 
should be as completely isolated as a case of diphtheria. 
When this is done the mortality from cross infections 
in children’s hospitals will take a decided drop. 


Dr. M. Hines Roberts, Atlanta, Ga—The problem of 
contagion in children’s hospitals and pediatric wards of 
general hospitals is a matter of concern to most of us. 
Fortunately with the control of measles an accom- 
plished fact, probably the greatest danger in hospital 
exposure to the common contagious diseases has been 
eliminated. 

Complete protection of all contacts is the ideal goal 
when measles appears on the children’s ward. This, I 
believe, is accomplished more certainly by the use of 
convalescent or adult human serum than by means of 
placental extract. The dosage for complete protection 
if convalescent serum is used should be 0.1 c. c. per 
pound body weight; if adult serum is given, 1 c. c. 
per pound is required. The administration of either 
serum must be before the fifth day after exposure. 
It is unnecessary to bar admission to the ward during 
the period of incubation, but each new patient should 
receive an immunizing dose of serum. 


Chickenpox has a very definite nuisance value. It is 
most difficult to eradicate from the ward unless drastic 
steps are taken. Complete isolation of all contacts with 
an entirely separate nursing and maid service is essen- 
tial. 

In our experience pertussis has caused little concern. 
No case of transmission of this disease on our wards 
comes to mind. Although it is quite likely some child 
may have developed the disease after returning home, 
still its transmission must be quite rare. 

Fortunately scarlet fever is not a highly contagious 
disease. Rarely does the secondary case appear if 
prompt isolation is carried out, and all Dick positive 
nurses, maids, orderlies and physicians withdraw from 
service during the period of incubation. A disease which 
the essayist did not include in his discussion, but one 
which I have learned from sad experience is a true 
danger on the infants’ ward, is bacillary dysentery. Last 
summer we unfortunately observed the transmission of 
this disease to an infant convalescing from a palate op- 
eration. The child became critically ill and died in 
spite of all our efforts. It seems to me the danger here 
lies chiefly in the fact that diagnosis is difficult. Every 
case of diarrhea should be handled as though it were 
infectious, instituting complete isolation precautions. 

The problem of the transmission of the simple upper 
respiratory infections on the infants’ ward is one 
fraught with greatest danger. Its toll among the mal- 
nourished feeding cases, premature babies and the like 
is far greater than that of the so-called contagious dis- 
eases. Each one of us has probably observed more 
often than we care to admit acute otitis, mastoiditis, 
pneumonia 4nd death as a direct result of ward trans- 
mission of the infection. There is little doubt that the 
nurse or physician suffering with a cold or throat in- 
fection is a source of far greater potential danger to the 
infant than if that individual had scarlet fever; and yet 
in the former instance the condition may go unnoticed 
or receive very scant attention, whereas in the latter 
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we make a great noise and bustle about isolation and 
quarantine. The answer to this problem is far more 
difficult than those already referred to. I hope the 
essayist in closing may be able to touch on this sub- 
ject. 

Dr. Neff (closing) —There is always great danger of 
upper respiratory diseases spreading in the hospital. I 
probably did not mention that, as my subject did not 
permit it in the limited time. Furthermore, McKhann, 
of Harvard, has recently published papers on the hospi- 
tal spread of upper respiratory di:eases and the use of 
cubicles and masks. I cannot h:lp but believe that at 
present we should devote our attention to the reduction 
of the so-ca!led common contagious diseases from spread- 
ing in the hospital, because we are dealing with a very 
distressing problem in hospitalization which has some 
hope of being reduced. When every hospital guards 
this, we may hope to begin also on upper respiratory 
diseases. 


CAUSES OF COLONIC CANCER* 
CLINICAL SUPPORT OF CURRENT HYPOTHESES 


By J. ArNotp BarcEn, M.D. 
Rochester, Minnesota 


A large literature has accumulated on the 
causes of cancer of man. The information avail- 
able on cancer of many parts of the body is 
largely speculative: concerning cancer of some 
parts, however, accurate knowledge as to the 
nature, methods of inception and growth of neo- 
plasms is at hand. This is particularly true of 
cancer of the large intestine. It is not my aim to 
try to add much to knowledge of cancer of the 
colon, but rather to arrange somewhat system- 
atically the information which has been gath- 
ered through experience with innumerable cases 
of cancer of the colon, and to suggest some 
rather obvious conclusions arising from this ex- 
perience. 

There are at least four sources of cancer of 
the large intestine: (1) Solitary overgrowths of 
epithelium may originate in isolated parts of 
the wall, including the mucous membrane, of 
the rectum and colon. These may result in 
single carcinomas and this is the usual type ot 
cancer observed. Such foci may be multiple, 
however, occurring and progressing at the same 
time or at widely separated periods of time, in 
the same colon. (2) Solitary overgrowths of 
epithelium may develop in individuals of the 
same family, when the individuals successively 


*Read in Section on Gastroenterology, Southern Medical Asso- 
ciation, Thirty-Second Annual Meeting, Oklahoma City, Oklahoma, 
November 15-18, 1938. 


*From The Mayo Clinic, Division of Medicine. 
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reach a certain age, or less frequently at different 
periods of their lives. Perhaps carcinomas which 
afflict several members of the same family have 
the same source as those which afflict only a 
single member of a family, but they are of such 
great interest that they will be discussed sepa- 
rately. (3) It has been demonstrated that ad- 
enomatous polyps may develop into full-blown 
carcinomas. (4) Multiple cancerous foci may 
appear in the course of the destructive change 
and healing which occur in association with such 
inflammatory diseases as chronic ulcerative 
colitis. 

Possibly, in the futuie, students of the prob- 
lem will demonstrate that the new growths which 
develop under the four sets of circumstances 
just outlined have a commcn inception. At 
present, however, it can be said that while the 
growths which develop under these various <ir- 
cumstances are essentially alike, their charac- 
teristics during stages up to the time they be- 
come fully developed are so different as to merit 
individual discussion. 


SINGLE CARCINOMAS OF THE COLON 


That solitary overgrowths of epithelium may 
originate in isolated places of the mucous mem- 
brane or wall of the colon to form single car- 
cinomas is generally accepted.5 This teaching 
follows the ideas of Virchow, who suggested 
that a certain cell in the body undergoes a 
wholly useless and purposeless division and that 
new cells which result from this have the same 
anarchic characteristics. Thus, by continued 
multiplication, a parasitic mass of cells is formed 
which destroys the tissues of the host and by 
sapping his vitality destroys him also. The basis 
of this hypothesis is the apparent fact that car- 
cinoma seems to arise at a given site and seems 
to spread from that site to adjacent and distant 
tissues. That carcinoma actually arises in one 
place in many instances is borne out clinically. 


Case 1—A man, aged 40 years, came to the clinic in 
April, 1938, because of persistent distress of several! years’ 
duration in the right lower abdominal quadrant. Roent- 
genologic study of the colon was made by the double- 
contrast method and a small, sessile carcinoma was dis- 
covered in the descending colon. On exploration it 
was found not to be the usual adenomatous polyp, but a 
localized overgrowth of cells and pathologically a frank 
carcinoma, Grade 2, yet only 1 cm. in diameter. 


In instances like this, frequently the intact 
epithelium adjacent to the carcinoma reveals 
cellular variations, from the bizarre carcinoma 
cell to the normal goblet cell. There is no evi- 
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dence of protective influence against invasion by 
the apparently normal cells in the vicinity cf 
the carcinoma. The suggestion then presents 
itself that there is a constant battle between the 
cells of the wall of the bowel to demonstrate 
metabolic superiority of the normal processes 
of growth over the anarchic processes of growth. 
Only occasionally does the anarchic response 
take the upper hand and then only in some cells. 
Although such a response may occur at any 
age, it is more likely to appear with advancing 
years and this might indicate that the resistance 
of the entire organism against this harmful in- 
fluence becomes gradually lowered as age ad- 
vances. 

The very nature of single carcinomas would 
favor the foregoing line of reasoning; carcinomas 
are not all of a piece. Even in the colon, where 
the layers of cells are normally alike, a variety 
of carcinomatous structures results. Classifi- 
cations include adenocarcinoma, polypoid carci- 
noma, scirrhous carcinoma and adenomucoid or 
colloid carcinoma. They are all evidence of a 
variation in growth of different cells in a com- 
posite mass of tissue or, perhaps also, evidence 
of the resistance of the various structures against 
the pernicious influence which originated the 
growths. 

These observations would seem to make the 
search for an etiologic factor of cancer of this 
hollow viscus, such as a virus, a chemical re- 
agent, a micro-organism or other extraneous ex- 
citant, rather superfluous. One must rather 
think, apparently, of a constant fight between 
those internal metabolic conditions which con- 
trol growth, and try to ferret out the factors 
which may tend to upset that which controls 
normal growth and metabclism of cells. 


MULTIPLE CARCINOMAS OF THE COLON 


Abundant evidence is at hand to show that 
carcinoma may originate in widely separated 
parts of a single colon. Multiple carcinomas 
have been observed in the colon of a single indi- 
vidual in the absence of grossly demonstrable 
change in the cells between the carcinomas. Such 
lesions, except when they occur in previously 
existing adenomatous polyps, are rare. However, 
as has been pointed out by Bargen and Rankin, 
carcinomas of this hollow viscus that are essen- 
tially alike or closely related may not be as in- 
frequent as has been supposed. Sometimes these 
occur in such a way as to give symptoms simul- 
taneously ;* more frequently they occur at widely 
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separated intervals of time. This is well illus- 
trated by the following case: 


Case 2—A man came to the clinic in September, 1935, 
with a diagnosis of colitis. He was at that time 50 years 
of age. He had had diarrhea and had passed blood for 
eight months. Our examinations revealed a carcinoma 
of the sigmoid portion of the large intestine, 14 cm. above 
the anus. The lesion was an adenocarcinoma, Grade 2, 
and was associated with symptoms of obstruction. 
Hence, further studies were not undertaken, the lining 
of the rectum below the lesion being normal in appear- 
ance. Exploration was made and careful examination 
of the entire large intestine revealed a large carcinoma 
of the cecum. [Ileocolostomy and resection of the right 
half of the colon and terminal ileum were performed 
for an adenocarcinoma, Grade 3, measuring 7 by 8 by 3 
cm. The appendix was involved in the carcinomatous 
mass. Three weeks later anterior resection of the sig- 
moid was performed for an ulcerated and pedunculated 
adenocarcinoma, Grade 2. Convalesc2znce was unevent- 
ful. The man enjoyed normal health until October, 
1937, when he began to have lower abdominal discom- 
fort and difficulty in evacuation of the bowel. He re- 
turned again and at this time roentgenologic studies 
revealed a carcinoma of the descending colon, just be- 
low the splenic flexure. November 27, 1937, an extra- 
peritoneal resection for a mucoid adenocarcinoma, Grade 
3, measuring 8 by 5 by 2 cm., with extension into the 
serosa, was performed. Convalescence again was un- 
eventful and examination at the clinic in May, 1938, dis- 
closed that the patient was in excellent physical condi- 
tion and that he did not give any sign of recurrence of 
disease in the remainder of the large intestine. 


CARCINOMAS OF THE COLON IN 
OF THE SAME FAMILY 


MEMBERS 


While the basic problem may be one of a dis- 
turbance of metabolism, this hypothesis does not 
explain all the facts at hand. Nevertheless, for 
those who have held to the importance of an 
hereditary factor influencing metabolic change, 
a strikingly supportive illustration is afforded 
by a case such as the following: 


Case 3—This man, a brother of the individual repre- 
sented in Case 2, came to the clinic in July, 1933, with a 
history of approximately a year’s periodic diarrhea and 
abdominal discomfort. His age was 50 years at that 
time. The discomfort had increased and four weeks 
before his admission he had been vomiting frequently 
and there had been signs of obstruction. Ilzostomy had 
been performed in his home city. Our examinations 
revealed a carcinoma of the cecum. On September 11, 
resection of the cecum and ileocolostumy were per- 
formed for an annular, ulcerating adenocarcinoma, Grade 
4, measuring 9 by 7 by 4 cm. Convalescence was un- 
eventful. The man remained entirely well until the 
summer of 1937, when rectal bleeding began. He re- 
turned to the clinic in February, 1938, and at that time 
a carcinoma of the upper part of the rectum was found. 
Colostomy was performed February 21, 1938, and poste- 
rior resection of the rectum was performed on March 
17, 1938, for an annular, ulcerated adenocarcinoma, 
Grade 2. Postoperative convalescence was uneventful. 


A “Cancer Family.”—A man, aged 40 years, came to 
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the clinic in 1932 with a carcinoma of the cecum. His 
brother came in 1936, then also aged 40 years, because 
of a carcinoma of the ascending colon. The mother 
of these two patients had been at the clinic in 1911 be- 
cause of a carcinoma of the cecum. In all three in- 
stances the cecum, ascending colon and terrainal part 
of the ileum were successfully resected for adenocar- 
cinomas, Grade 2, and the mother was alive and well 
when the two sons presented themselves. 

It is possible that in Cases 2, 3 and in the 
“cancer family” the metabolic conflict proceeded 
as has been described, but in these families there 
seemed to be an hereditary tendency for the pro- 
tective forces to weaken at the given age. It 
would be difficult indeed for an explanation 
based on an infectious agent, such as a virus 
or a chemical reagent, alone to satisfy the con- 
ditions attending the origin of cancer in cases 
such as these. 


POLYPOSIS 


Agreement has been general concerning the 
pathology of multiple polypoid disease and the 
term “multiple adenomatous disease” seems suit- 
able, inasmuch as it describes the pathologic na- 
ture of the polyps. There are several clinical 
types of adenomatosis. One, or a few, adenomas 
may be found in widely separated portions of 
the intestinal lining. There may be disseminated 
adenomatosis, in which the lesions are scattered 
irregularly in different portions of the intestinal 
lining. There may also be diffuse adenomatosis, 
in which the entire lining of the large intestine 
is densely covered with adenomas—so densely 
that little, if any, normal mucous membrane 
can be observed grossly. The occasional and 
disseminated polyps may vary from 1 or 2 mm. 
to several centimeters in diameter. In cases of 
diffuse adenomatosis, the tendency is for most 
of the polyps to be of similar size, with an occa- 
sional much larger one protruding above the 
field. Finally, tiny mammillations throughout 
the intestinal mucosa and, also, diffuse mucosal 
hyperplasia frequently have been observed. The 
association of enlarged lymph follicles and lym- 
phocytic infiltration with the earliest manifes- 
tations of polyps has been noted. In some of 
these cases, although the mucosa is intact, it 
seems to be wavy and undulating. Infiltration 
of the interstitial tissue with lymphoid cells and 
plasma cells seems to be a constant finding in 
such cases. Localized, benign hyperplasia of 
intestinal glands occasionally is observed; the 
phenomenon appears at times merely as a length- 
ening of an isolated group of glands. Tiny ex- 
cresences, here and there, representing clusters 
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of adenomatous glands, can be seen in isolated 
places. A striking and, according to recent in- 
vestigations,* invariable condition is the pres- 
ence of hyperplastic lymph follicles in the sub- 
mucosa, beneath these tiny polyps. The ger- 
minal centers of these follicles are conspicuously 
enlarged and contain numerous mitotic figures. 
Localized bulging of the mucosa over such en- 
larged lymph follicles, with adenomatous change 
in these regions, is observed with striking regu- 
larity. 

It has been estimated that some form of 
polypoid hyperplasia of the colonic mucosa is 
found in examination of 50 per cent of individu- 
als who are more than thirty years of age.’ 
All these regions of polypoid hyperplasia are 
marked by irregular arrangement and size of 
cells, disorderliness of structure, mitotic figures 
and hyperchromatism. Proliferation is one of 
the fundamental physiologic properties of cells. 
When in the colon, then, the factor which lim- 
its such proliferation has been disturbed, poly- 
poid overgrowths of mucous membrane occur. 


Frank carcinomatous change can be seen in 
the tiny mucosal excrescences. However readily 
demonstrable, carcinomas usually are found only 
in the larger adenomas. In a recent study of 
twenty-four cases of multiple adenomatous dis- 
ease, frank carcinoma occurred in 62.5 per cent.” 
In 25 per cent of these cases multiple carcinomas 
were at hand and in 69 per cent, the polyps 
were distributed throughout the large intestine. 
The common site of most diffuse involvement 
was in the left half of the large intestine. In 
this series the rectum escaped involvement in 
only two instances. In 34.5 per cent of these 
twenty-four cases, similar conditions could be 
established as having affected parents or sib- 
lings, indicating that this type of multiple ade- 
nomatous disease tends to occur in families. In- 
dividuals have been known to have multiple 
adenomatous disease in the first few years of 
life and thorough examinations of members of 
a family, one member of which has been dis- 
covered to have this condition, has at times 
revealed it in other members before signs or 
symptoms of its presence were apparent. 


It would seem, then, that several factors may 
play parts in the development of adenomatosis 
to and through the period of carcinomatous 
change; these are: (1) A familial tendency may 
be present. (2) Hyperplasia of lymph follicles 


in the wall of the intestine is apparent. (3) 
Mucosal excrescences and hyperplasia may oc- 
cur over the site of these hyperplastic lymph 
follicles. (4) Adenomatous change may occur in 
these mucosal excrescences. (5) Carcinomatous 
change may take place in one or many of these 
adenomas. 


Among individuals who have multiple ade- 
nomatous disease and whose intestinal mucous 
membrane has undergone excessive hyperplasia, 
the anarchic factor of growth seems to hold the 
upper hand in a most striking manner. The 
study of polyps of the colon suggests strongly 
that an influence is exerted on the epithelium 
which results in abnormal proliferation of cells 
and that here and there cells respond to this 
influence. Whether this influence is one of in- 
hibition of normal processes of growth or is in 
the nature of an active excitant is not appar- 
ent at this time. 


CHRONIC ULCERATIVE COLITIS AND CARCINOMA 


In chronic ulcerative colitis (thrombo-ulcera- 
tive colitis) the wall of the large intestine 1s 
attacked and great stretches of mucous mem- 
brane are destroyed. Inflamed islets, tags, and 
straps of mucous membrane may be left. In 
the early stages of the disease rather superficial 
abscesses are seen associated with cup-like areas 
of mucosal denudation. At the periphery of 
these abscesses there will be ridges, with tufts 
of fairly intact mucous membrane. This first 
piling up of tissue, then, is not the result of 
true hyperplasia. With the progression of mas- 
sive destruction of tissue, a variety of patho- 
logic change follows, leaving nodular tags, shreds 
of thickened tissue, bridges of undermined mu- 
cosa and long, polypoid tufts of mucosa. Thus, 
what appear grossly to be polyps may not repre- 
sent adenomatous hyperplasia. True adenoma, 
however, is observed as a sequel to these changes. 
This is particularly apparent as the process of 
healing in the colon seems to gain the upper 
hand. The tufts of mucous membrane, in what 
is apparently a regenerative effort, begin to give 
evidence of true and easily demonstrable hyper- 
plasia. They may project into the lumen, drag- 
ging the submucosa with them and stalks may 
develop. In many instances, especially at their 
tips, there is evidence of a fairly rapid and 
poorly controlled effort of growth. These tufts 
of mucous membrane appear in an already badly 
diseased and distorted colon and so a very 
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different picture is seen from that encountered 
in cases of multiple adenomatous disease. With 
secondary infection or remission, a not infre- 
quent occurrence, débris and scar tissue choke 
the glands and the “colitis polyposis cystica”’ 
of Virchow follows. Mucosal tags obtained in 
cases in which lesions of chronic ulcerative co- 
litis have undergone healing and the patients 
have returned for clinical observation, occasion- 
ally years after all active symptoms of disease 
have subsided, have the gross appearance of 
adenomatous polyps and microscopically many 
of them are true adenomas. In some cases of 
chronic ulcerative colitis, transition from ulcera- 
tion, through adenomatous change, into malig- 
nancy has thus occurred. 


These observations have suggested a classifi- 
cation of polyps into pseudo-adenomatous, ade- 
nomatous and carcinomatous. Although polyps 
of the first group appear adenomatous at first 
glance, on more detailed scrutiny the glandular 
hyperplasia is recognized as a benign regenera- 
tive process. The cells seem to secrete mucus 
in normal to excessive amounts, so that large, 
cystic glands may be seen. Thus, although some 
of the pseudo-adenomatous polyps are extremely 
hyperplastic, the hyperplasia is an orderly, func- 
tioning response to an underlying stimulus, in- 
flammation. 

The adenomatous polyps of chronic ulcerative 
colitis range from small, finger-like projections 
of granulation tissue, containing only a few 
glands, to large, pedunculated and sessile polyps. 
Usually they are larger and possess a more ex- 
uberant character than the pseudo-adenomatous 
polyps, but exceptions to this are common. 
Adenomatous changes in the glands are evi- 
denced by an increase in the size of the nuclei 
of the cells, abnormally deep staining of the 
nuclei, malalignment of the nuclei, numerous 
mitotic figures, diminution of the amount of 
cytoplasm and diminution of production of mu- 
cus. Adenomatous changes may be confined to 
a few isolated glands in a polyp which may 
otherwise be composed to a large extent of 
granulation tissue. The cytologic changes in 
these polyps constitute a definite type of dedif- 
ferentiation and anaplasia, representing an ab- 
normal regenerative response. 


It seems reasonable to assume that if the in- 
. dividual lived long enough, these polyps eventu- 
ally would change into the dusky, red, hemor- 
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rhagic polyps readily recognized as true carci- 
nomatous polyps. Occasionally, too, “carcinoma 
in situ” is discovered in small adenomatous 
polyps. The distinction between an advanced 
adenomatous change and a carcinoma of low 
grade of malignancy is at times barely percep- 
tible. Carcinoma is evidenced by more advanced 
dedifferentiation and anaplasia and invasion of 
the submucosa. In other cases, malignancy of 
high grade has originated in the depths of the 
ulcerative process without apparently the inter- 
vening stage of formation of polyps. Long 
stretches of colon have been invaded and mul- 
tiple cancerous foci are present. Such a con- 
dition affects young people, during the stage in 
which lesions of chronic ulcerative colitis are 
healing. 


This whole picture forces one to the assump- 
tion that there is a tendency, in chronic ulcera- 
tive colitis, toward the growth of neoplasms; in 
some cases adenomas are produced and, in oth- 
ers, carcinomas of high grade of malignancy. 
A microscopic section of colon involved by heal- 
ing lesions of chronic ulcerative colitis and by 
numerous carcinomas presents a startling sight. 
In addition to the unmistakable cells of carci- 
noma there are innumerable cells, in all stages 
of development, suggesting very rapid and un- 
controlled multiplication and growth. 


In some instances of chronic ulcerative colitis 
the force which controls repair of tissue and 
allows healing to proceed only to the point of 
replacing the original structures seems to have 
been lost. In such cases healing may proceed 
in an orderly fashion for a time, but will not 
stop when it has reached the point of greatest 
efficiency as far as bodily economy is con- 
cerned. As a result of repeated attacks of vio- 
lent colitis, the rapid growth of abnormal cells 
crowds out the normally growing cells with the 
result that diffuse neoplasia follows. 


COMMENT 


The foregoing observations would tend to sub- 
stantiate some features of current hypotheses 
concerning the nature and pathogenesis of 
cancer. Some suggestions have also been made 
which may be essentially new and which suggest 
fertile fields of investigation. 

It is generally accepted that the single can- 


cers of mucous surfaces are in the nature of 
anarchic cell masses originating from a single 
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cell which began its career by a wholly useless 
and purposeless division and the new cells result- 
ing from it carried on in the same manner. Such 
cell masses grow rapidly, destroy the surround- 
ing tissues of the host, spread to distant parts 
and, by sapping the vitality of the patient, fi- 
nally destroy him. It frequently has been dem- 
onstrated that such useless and purposeless cell 
masses may originate in different parts of the 
same organ or even different organs of the same 
person. 


These facts would suggest that the normal 
metabolic processes of growth are in constant 
conflict with some pernicious cellular degenera- 
tive process which tends to gain the upper hand 
with advancing years. There is a strong sugges- 
tion that in the tissues of some families this 
conflict is keener and that an inherent suscepti- 
bility to a weakness in some tissues exists. This 
is well illustrated by the family in many of the 
members of which a cancer appears at the same 
site at the same time of life. 


It is interesting to speculate on the signifi- 
cance of the tendency of the epithelial cells of 
some organs to proliferate in innumerable places, 
as they do in cases of multiple adenomatous dis- 
ease. Perhaps here the conflict is temporarily 
lost, but tissue resistance to the unnatural pro- 
cesses of growth again may be brought to the 
fore, so that the battle continues for a longer 
or shorter period, the groundwork having been 
laid before the birth of the affected individual. 


Among the factors which tend to initiate these 
unnatural processes of growth, trauma, irrita- 
tion and infection seem to play major roles. 
All three of them probably come into play ia 
the production and healing of the lesions of a 
disease such as chronic ulcerative colitis. It is 
not inconceivable that here the mechanism of 
normal healing has lost control and the anarchic 
processes have the upper hand. 
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CANCER OF THE RECTUM* 


By W. K. McIntyre, M.D., F.A.CS. 
St. Louis, Missouri 


In a discussion of carcinoma of the rectum and 
the rectosigmoid, it is not my purpose to offer 
anything new, either in diagnosis or treatment, 
but rather to emphasize the fact that, if victory 
over this disease is to be accomplished, more 
thorough and routine rectal examinations must 
be made, and this examination ultimately goes 
back to the general practitioner, who no doubt 
has the first and earliest opportunity to detect 
it, while it is still amenable to surgical attack. 
The facts are that the average case history, both 
in our own experience and that of leading clinics 
in the United States, shows that symptoms ex- 
isted for from a month to a year before the 
diagnosis was made, and in many instances local 
rectal symptoms had existed for much longer 
periods than that. When one considers that ex- 
clusive of the stomach the rectum and rectosig- 
moid is the most frequent site in the gastro- 
intestinal tract for carcinoma to develop in, the 
question arises, why is early diagnosis the ex- 
ception rather than the rule, even when in a 
large number of cases the carcinoma lies within 
the range of the examining finger, and certainly 
in most cases within view of the sigmoidoscope? 

The answer to this can be explained in two 
ways: first, a large number of cases do not pre- 
sent themselves for examination until the disease 
has existed for a long time, and only after home 
remedies, neighborly advice and quackery have 
failed, and thus we get these cases in an ad- 
vanced state with a hopeless prognosis. There- 
fore, our only hope lies in the continued educa- 
tional campaign that is carried on by the medi- 
cal profession acquainting the laity with the 
prevalent symptoms and curability of cancer of 
the rectum, if it is recognized in its early stage. 
Secondly, the large number of cases that do 
present themselves for examination at an early 
date either are not examined, or if they are, the 
examination is very superficial. Many cases of 
bleeding from the rectum are offhand diagnosed 
as hemorrhoids, no examination is made but a 
well-known suppository is recommended; too 
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often have hemorrhoidectomies been done, with- 
out thorough proctoscopic and roentgenologic in- 
vestigation, only to find later that carcinoma ex- 
ists, and the chance for permanent cure from 
more radical treatment has been lost. However, 
it is in the second large group of cases that do 
present themselves for examination that our hope 
of improving the present status of cancer of the 
rectum lies. This can be accomplished in two 
ways: 

First, by making routine rectal examination of 
all patients who present themselves for exami- 
nation, whether they have or have not gastro- 
intestinal or rectal symptoms. In this way a 
large number of so-called precancerous lesions 
of the rectum will be found and by their proper 
removal certainly a large number of potential 
carcinomas will be eliminated. What are pre- 
cancerous lesions of the rectum? Briefly, the 
benign tumors by frequency of their occurrence, 
and the possibility of malignant degeneration, 
are adenomas, adenomyomas and eleomas. The 
adenoma by far is the most common. Buie 
found that 2.5 per cent of all persons procto- 
scoped at the Mayo Clinic over a period of four 
years had one or more polyps. Adenomas are 
encountered as polyps, villous papillomas and 
also in the condition known as multiple polyp- 
osis or adenomatosis. The malignant degenera- 
tion of these tumors is no longer a theory, but 
a definitely proven fact. Rosser and Buie have 
definitely shown that benign lesions such as fis- 
sure, fistula, hemorrhoids, polyps and cryptitis 
may be definitely associated with the formation 
of carcinoma of the anus acting as a chronic 
source of irritation. The importance of pre- 
cancerous lesions is therefore apparent, and by 
their proper recognition and removal a large 
number of potential malignancies of the anus 
and rectum will be removed. By routine rectal 
examination is not meant the casual introduc- 
tion of the finger into the rectum, but the use 
of proper equipment where direct visualization 
of the entire rectum and upper rectosigmoid can 
be made, as it is in the upper rectal zones that 
many precancerous adenomas are found. 

Let us now consider the patients who present 
themselves with symptoms referable to the gas- 
tro-intestinal tract. What are the early symp- 
toms of cancer of the rectum? If it be at the 
narrow rectosigmoid junction and the adenoid 
type, the first symptoms may be that of an acute 
obstruction or perforation manifested by severe 
abdominal cramps and distention, and associated 
with pain and vomiting and visible peristalsis. 
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Neither bleeding nor diarrhea precedes the onset 
of the obstruction. Fortunately this type is usu- 
ally operable, because it comes under observa- . 
tion at an early date on account of the urgency 
of the symptoms produced by stenosis. How- 
ever, not all carcinomas of the rectum or the 
rectosigmoid present the above picture. More 
often during the early stages a definite change 
of bowel habit is noted by the patient. This 
may be manifested by repeated attacks of diar- 
rhea or constipation, or by alternating attacks 
of both. Constipation, when present, may or 
may not be obstructive, depending on the amount 
of edema and swelling present in the region of 
the growth. Very often by rest, liquid diet and 
the taking of a stronger laxative, the patient 
is able to overcome his temporary discomfort, 
and does not become concerned. Such attacks 
should always warrant thorough investigation. 
Since diarrhea is a prominent early symptom in 
a large number of cases of cancer of the rectum, 
its importance should never be minimized, and 
its presence should always excite suspicion. Too 
often it is erroneously diagnosed colitis without 
investigation and medical treatment is insti- 
tuted. The diarrhea, slight at first, gradually 
becomes more marked. In the early stages it oc- 
curs only after meals or after taking warm 
fluids, and the stools may or may not contain 
blood and mucus. As the growth enlarges and 
ulceration of its surface takes place, the rectum 
becomes irritable and intolerant of contact with 
feces. The bowel movements become more fre- 
quent, a dozen or more occurring in twenty-four 
hours. The diarrhea is characterized by the 
fact that the movements of the bowels take place 
during the day and very seldom at night. Bleed- 
ing then occurs, manifesting itself either by 
blood-streaked stools or by definite hemorrhage 
resulting from sloughing of necrotic portions of 
the carcinomatous mass. Bleeding, however, is 
not a symptom that necessarily occurs late. 
Clinically, of course, it should vary, depending 
on the type of growth, occurring early in some 
cases and late in others, or it may be absent al- 
together, but in a large series of cases reviewed 
bleeding is found to be a constant symptom and 
very often the first one. Another symptom that 
is frequently noted is a sensation of fullness in 
the rectum and an impression that the bowel has 
been incompletely emptied after defecation. 
This symptom is generally associated with a 
papilliferous growth in the ampulla-and may 
cause detection early before any other objective 
sign has made its appearance. Notwithstanding 


| 
| 
| 
| 
| 


634 SOUTHERN MEDICAL JOURNAL June 1939 


the popular idea of the laity, that pain is always 
associated with carcinoma, in the early stages of 
carcinoma of the rectum, it is conspicuously ab- 
sent. Only when the cancer is primarily in the 
anal canal is pain an early symptom, even when 
it is quite small. Being constantly in the grip 
of the sphincters, the surface of the growth soon 
ulcerates, and thus both pain and bleeding are 
early indications of its presence, whereas growths 
in the ampulla and rectosigmoid, with mucosa 
that is not sensitive to pain, may exist for many 
months, without producing the slightest discom- 
fort. 

Anal canal cancers give rise to definite ob- 
jective symptoms while they are still in an early 
stage and their presence is usually detected be- 
fore they pass beyond an operable state. Great 
care should be taken not to mistake an anal 
cancer for a chronic fissure, which is done quite 
frequently, and either the case is treated with 
palliative measures or if it is operated upon, 
a small excision is done, the specimen is not 
sent to the laboratory for examination, and the 
real diagnosis is overlooked. Pain in cancer 
outside the anal canal is not experienced until 
the growth has penetrated the wall of the rectum 
with invasion of neighboring structures, or until 
it has caused obstruction by stenosis of the 
bowel. Therefore, pain outside of cancer of 
the anal canal which constitutes about 5 per 
cent is a late symptom indicating an advance 
process, and is no help in the early diagnosis of 
carcinoma of the rectum. 

The old textbook description of ribbon stools, 
loss of weight, anemia and cachexia in cancer 
of the rectum are only symptoms of a far ad- 
vanced process, and have no place in the early 
diagnosis. Ribbon stools may occur in a small 
per cent of cases and then more frequently in 
anal cancer. Loss of weight and anemia in car- 
cinoma of the rectum are the exception rather 
than the rule, even in cases that have existed 
well over a year. In most cases, these individ- 
uals are well-nourished, have no appreciable loss 
of weight and apparently are in good physical 
state. While these are favorable factors, they 
often work against an early diagnosis by deceiv- 
ing both the physician and the patient. 

Only by routine rectal examination and thor- 
ough investigation of such symptoms as pro- 
tracted constipation, diarrhea and bleeding and 
the continued education of the laity as to the 
insidious onset of cancer of the rectum and its 
period of latency can we hope to arrive at an 


early diagnosis with a resulting increase.in the 
number of cures. 

Early diagnosis in cancer of the rectum is 
vital because of the relative localization of the 
lesion and the high percentage of the malignan- 
cies that are low grade. How long does a rectal 
cancer remain a local lesion? Its first method 
of spread is by continuity of tissue as growth 
develops, and the next method by metastasis 
through the lymphatics and occasionally by the 
blood stream. Lymphatic invasion seldom takes 
place until the muscular coats of the intestine 
have become deeply invaded or until after the 
lesion has grown entirely through its wall. It is 
generally agreed that it takes from six months 
to one year before lymphatic invasion occurs in 
most cases, and thus we see that if a diagnosis 
is made early, we are dealing with a neoplasm 
that is locally confined. This fact is further 
emphasized by comparative studies made by dif- 
ferent clinics on the degree of malignancy based 
on cell differentiation as advocated by Broders. 
It has been found that 54 to 70 per cent of 
rectal neoplasms are in Grades I and II. Neo- 
plasms of Grades I and II are slow to metastasize 
and by their wide surgical removal a high rate 
of cure may be expected. The early diagnosis 
therefore depends on an intelligent recognition 
of symptoms referable to the gastro-intestinal 
tract and the employment of both digital and 
sigmoidoscopic examination of the rectum. 

Digital examination alone will make the diag- 
nosis in at least 45 per cent of cases, but let me 
emphasize that digital examination should al- 
ways be accompanied by a thorough proctosig- 
moidoscopic examination as well. Much infor- 
mation can be obtained from a sigmoidoscopic 
examination. The extent of the circumferential 
involvement in ampullary growths may be de- 
termined, the type of lesion, and also to some 
extent the mobility of the growth. Further- 
more, in the course of the sigmoidoscopic exam- 
ination it should be a routine procedure to make 
a biopsy from all growths seen in the rectum. 
The confirmation of the clinical diagnosis is 
always welcome, and the rare errors in diagnosis 
may be disclosed. It further affords the oppor- 
tunity for microscopic grading of the growth, 
experience showing that the highly malignant 
Grades III and IV often react favorably to ra- 
dium treatment, the use of which may be neces- 
sary as an adjunct to surgery in patients whose 
condition will not permit surgery, or who have 
inoperable neoplasms. On the other hand, if a 
patient has a Grade I cancer a local excision or 
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a less radical surgical procedure may success- 
fully cure her. The importance of biopsy, with 
its resulting advance information, must be recog- 
nized. 

The employment of x-ray examination as by 
barium enema before direct visual examination 
by the sigmoidoscope is to be thoroughly con- 
demned, since too often a negative report will 
preclude further examination in the lower rectum 
when a definite carcinoma exists. This proce- 
dure should be used only for visualization of the 
upper colon and should always be included in 
the routine thorough examination for the pur- 
pose of excluding other pathologic conditions in 
this region. 

One of the most important factors contribut- 
ing to the success in the surgical treatment of 
carcinoma of the rectum in recent years has 
been the improved methods of preoperative prep- 
aration. These measures are those that have 
to do with the general condition of the patient 
and with the local condition of the bowel. The 
patients generally have depleted glycogen re- 
serve, dehydration and anemia, and this is com- 
bated by giving transfusions, intravenous saline 
and glucose, and large quantities of fluids. Ob- 
struction is relieved by repeated enemas and irri- 
gation of the bowel and cleansing of the bowel is 
accomplished by placing the patient on a high 
caloric low residue diet and the giving of small 
doses daily of saline purge. 

The routine utilization of the above measures 
has definitely resulted in a lower operative 
mortality and a lower incidence of serious com- 
plications, and therefore sufficient time should 
be taken to insure getting the patient in the 
best possible condition before operation. 

In the successful surgical attack on carcinoma 
of the rectum, the formation of a permanent co- 
lostomy is one of the necessary procedures. Op- 
position to its employment from both laymen 
and physicians alike is probably due to the pa- 
tient’s ability to view his artificial anus, and 
likewise to a prejudice that has existed from 
the early days of colostomy when, improperly 
done and improperly cared for, it caused many 
patients to feel they were social outcasts. Un- 
fortunately, this same opposition exists today, 
though in a much smaller degree. Furthermore, 
a colostomy correctly done and properly placed, 
is an important detailed surgical procedure, and 
its proper formation determines its future suc- 
cess. Education of the patient in care of the 
colostomy is of vital importance. This is accom- 
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plished by teaching him to control the bowel 
movements, by institution of a constipating diet 
and irrigation of the bowel every second day 
at the same time, until regular habits are ac- 
quired. As a result of this education, it has 
seldom been found necessary for patients to 
resort to pouches. The numerous malodorous 
receptacles for catching discharges are unnec- 
sary, a simple washable elastic belt being worn 
to provide abdominal support and for mental 
security. If the colostomy is managed satis- 
factorily it should not interfere in any way with 
the patient’s engaging in a useful occupation. 
It is a surprising fact that most intelligent per- 
sons with colonic stomas find little difficulty 
with them. 

The ultimate success in the surgical attack on 
cancer of the rectum depends not only on the 
proficiency of carrying out the elected operation, 
but also in the selection of the type. Many fac- 
tors must be taken into consideration in making 
this selection, such as age, general debility, obes- 
ity, the presence of cardiovascular and renal 
disease and the location and grade of the lesion. 
One of the serious pitfalls in the past was to fit 
the patient to the operation rather than fit the 
operation to the patient. The ideal operation of 
course from the standpoint of the greatest number 
of possible cures is the combined abdominal per- 
ineal resection done in either one or two stages. 
This type of operation is particularly suitable 
for growths in the upper rectum and rectosig- 
moid, in which the entire segment of sigmoid 
distal to the colonic stoma, including the retro- 
rectal, the superior hemorrhoidal and paracolic 
lymphatic structures, are removed. 

This is a formidable procedure, attended with 
shock, and if it is used routinely, the mortality 
will be high. Its application should be restricted 
to a group of carefully selected patients. If the 
growth is in the lower half of the rectum and 
the abdominal exploration reveals no evidence 
of distant metastasis and no involvement of the 
lymph nodes along the course of the superior 
hemorrhoidal vessels, then colostomy, with re- 
moval through the posterior route, of anus, rec- 
tum and rectosigmoid together with the retro- 
rectal nodes, affords less risk with an excellent 
chance of cure. If the growth is malignant polyp 
or a papilliferous growth of low grade, it may 
be successfully removed by fulguration. A 
word of caution, however, must be given against 
the promiscuous use of this method. Its appli- 
cation is at best limited to between 5 to 10 per 
cent of rectal carcinomas, these being selected 
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cases of low grade, situated below the peritoneal 
reflection, on the posterior or posterior-lateral 
wall not adjacent to vulnerable pelvic viscera. 
Properly done, this method is a major opera- 
tion, requiring hospitalization, proper equip- 
ment, and the ability to cope with complications, 
extensive hemorrhage being the most frequent 
one. I have three such cases that are free from 
any recurrence after four years. There are a 
small number of patients who may have a 
growth high in the rectosigmoid, but too low to 
permit a Mikulicz resection, on whom a so- 
called anterior resection may be done as a one- 
stage operation. In this procedure a small stump 
of rectum is left im situ below the reconstructed 
pelvic peritoneum, sufficient bowel being re- 
sected below the lesion to prevent recurrence in 
the lower segment. 

Radium therapy has its place in the treatment 
of cancer of the rectum both as an adjunct to 
surgery and in certain selected cases, depending 
on grade, type, location and where the physical 
condition of the patient precludes any surgical 
procedure. However, until further evidence war- 
rants its more limited use, surgical removal is 
the method of choice for operable growths. 

In patients who present themselves with in- 
operable neoplasms, colostomy is indicated to re- 
lieve the obstruction. Such measures as fulgura- 
tion of the growth, and the use of radium and 
roentgen rays, contribute greatly to their com- 
fort and increase the duration of life. Resec- 
tion of the presacral nerve in advanced cases is 
a recent surgical development. It is easily ac- 
complished and contributes greatly to the pa- 
tient’s postoperative comfort. 

In the light of our present knowledge, there- 
fore, very nearly every patient with an operative 
carcinoma of the rectum should have a radical 
resection of some type. Results with improved 
methods in cancer of the rectum and rectosig- 
moid are as good as for carcinoma elsewhere in 
the body. 

At present, about 45 per cent of resected spec- 
imens show glandular involvement, and if im- 
provement in cancer of the rectum is to be ob- 
tained, it ultimately goes back to the fact that 
earlier diagnosis of the condition must be made. 
Temporization and mismanagement cannot be too 
strongly condemned, for they will place many pa- 
tients beyond all hope of cure and relegate them 
to palliative measures and a hopeless prognosis. 

In conclusion, I wish to stress the following 
points: cancer of the rectum is a curable dis- 
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ease; it remains a local lesion for several months; 
its spread is slow; the first symptoms are a 
change of bowel habits or intermittent bleeding; 
a routine digital and proctosigmoidoscopic ex- 
amination should be made of all patients, espe- 
cially of those with gastro-intestinal symptoms. 
The diagnosis can be made easily and with cer- 
tainty by simple measures, a colostomy is not a 
tragedy and not disabling, and surgical removal 
of a malignant rectum in its early stages is a 
relatively safe procedure attended with a high 
percentage of cures. 
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DISCUSSION (Abstract) 


Dr. John L. Jelks, Memphis, Tenn.—Rectal and colonic 
cancer is often so insidious, so devoid of alarming 
symptoms, even of any notable symptoms, that I fre- 
quently see rectal, sigmoid and colonic cancer in the 
almost, or quite inoperable stage, although the patient 
refers to symptoms of not over two or three weeks’ dura- 
tion. I see physicians, physicians’ wives and widows, 
and nurses with late and hopeless cancer. We must say 
or do something to make the layman cancer-minded. 

No physical examination is complete unless at least 
a gloved finger has been introduced into the rectum 
(high up). I can thus palpate the uterus, ovaries and 
tubes; as by no other means I can definitely diagnose 
a sore or inflamed postcecal appendix and with a Vul- 
cella forceps on the cervix for traction, I can feel the 
uterus to its upper fundus and definitely determine the 
size of the ovaries. 

Man or woman I admonish you, when even trivial 
symptoms appear referable to the anus, rectum or co- 
lon, require a careful examination by your physician. 

A few days ago a gentleman was referred to me by 
his physician. An ulcerating cancerous mass was pro- 
truding in the anus. I did not need either finger or 
instrument to make a diagnosis of late, probably hope- 
less, cancer. He declared to me that his symptoms 
dated back only a few weeks and that he must also 
wait to arrange business affairs before being subjected to 
operation. 

The importance of rectal and rectosigmoid visualiza- 
tion cannot be overstressed. Several years after a man 
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had been cured of a very grave amebic ulceration of 
the colon he presented himself to me for examination. 
I found in the upper ampulla a small adenoma which I 
am confident was not then malignant. However, I 
advised its immediate removal, explaining to him the 
liability that this small tumor might become malignant. 
He did not return, but in less than a year, learning that 
malignancy had developed, he blew his brains out. 

However insignificant it may appear, any tumor in 
the rectum or sigmoid should be removed promptly 
and its base cauterized, because these tumors are prone 
to develop cancer. I feel that in many cases I have 
prevented the development of cancer in the region of 
the rectum and sigmoid by getting rid of upstairs in- 
fection and by the application of a 10 to 20 per cent 
solution of silver nitrate to an already developed hy- 
perplasia, and the proper home treatment and diet. 

The old quotation, “When ignorance is bliss ’tis folly 
to be wise,” should certainly be reversed when there ap- 
pears the least change in intestinal habits, for I recall 
cases in which this symptom alone had developed. The 
patient in one case, a prominent business man, thought 
a midnight supper which included some intoxicants had 
caused a little diarrhea, which having persisted caused 
his doctor to send him to me. Examination revealed a 
late cancer of the rectosigmoid. 

A patient is never too young or too old. Visualiza- 
tion of the rectum and first part of the sigmoid should 
be insisted upon when there is a persistent diarrhea, pas- 
sage of blood or mucus or when there is pain referable 
to either flank. I recall that one of my personal friends, 
one of the most distinguished surgeons and diagnosti- 
cians of this country, while visiting in my city to 
deliver a lecture at the Mid-South Medical Conference, 
‘complained of a little change in intestinal habits and 
discomforture in the right flank. When he returned to 
a distant city he had developed a little cough, x-ray 
showed extensive metastasis in his lung and then it was 
that he discovered that he had an inoperable high rectal 
‘cancer. 

Years ago I called attention to the fact that pressure 
or disease involving the upper rectal valve will produce 
pain in the cecal region. 

The layman as well as the physician must become 
cancer-minded. Intestinal cancer seems to be a product 
of our complex civilization. 


Dr. Maurice Lescale, New Orleans, La.—The symp- 
toms of early cancer are different from the symptoms 
of fully developed and late cancer. Many times when 
the symptoms of cancer are listed, it is the late symp- 
toms that are given, those of inoperable and hopeless 
cancer. This is an important point and I want to 
emphasize it. The picture of early cancer is different 
from the picture of late cancer. Do not wait until the 
late symptoms develop to make the diagnosis. 

The symptoms that a patient gives are never suffi- 
cient for a diagnosis of cancer: pain, bleeding, mucus, 
change in bowel function. Many times they are sug- 
gestive, even strongly suggestive of cancer, but the 
most they should do is to impress upon the physician 
the necessity for an examination. We see many patients 
who have been prescribed for without an examination. 
‘The early diagnosis of cancer of the rectum is dependent 
upon early examination. This is of utmost impor- 
stance. 

Failure of early examination, of course, is not always 
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the fault of the physician. Many patients procrastinate 
until the case has progressed from early curable to late 
inoperable cancer. 

Cancer of the rectum is important and serious, but 
everything that is wrong in and around the rectum is 
not cancer and everything must not be treated for 
cancer when in truth many of the lesions are benign. 
Every proctologist has seen patients who had been 
put to unnecessary expense and worry by such things 
as the application of radium to or following removal of 
a benign polyp. 


Dr. Curtice Rosser, Dallas, Tex.—I was glad to hear 
the speaker stress the necessity for visual as well as 
digital examination of the rectum. The emphasis which 
has in the past been placed on the importance of in- 
serting the finger in the anal canal has brought splendid 
results, but there is a danger that the very fact that 
this quite necessary, but incomplete, diagnostic proce- 
dure has been so stressed, has in some quarters led to 
a false sense of security where the finger examination 
gives negative results. 

Let us now, as proctologists, heartily resolve that 
we will carry on an insistent campaign among physi- 
cians of our acquaintance to bring to their attention the 
fact that the majority of rectal cancers are, in the 
operable stage, high above the reach of the probing 
finger and are, moreover, difficult of detection in the 
colon x-ray and may be identified definitely only 
through the sigmoidoscope. 


SOME MEDICAL ASPECTS OF CHRONIC 
GALLBLADDER DISEASE* 


By Ottver C. Metson, M.D. 
Little Rock, Arkansas 


The management of chronic gallbladder dis- 
ease is undergoing a slow evolution. Whereas, 
in former years, the surgical removal of the 
gallbladder was practiced rather promiscuously, 
in the past few years some degree of discrimina- 
tion in the choice of patients for operations has 
been attempted. This has been accomplished 
through cooperative efforts in the use of im- 
proved diagnostic methods, closer observation 
and follow-up studies. Instead of depending 
upon cholecystectomy for the prevention of 
complications such as empyema or severe liver 
damage, more dependence is being placed upon 
the medical care, especially where the gallblad- 
der function seems but mildly impaired. 

Before the advent of cholecystography, the 
diagnosis of chronic gallbladder disease was 
made largely by history. Women who were fat, 


*Read in Section on Medicine, Southern Medical Association, 
Thirty-Second Annual , Oklahoma City, Oklahoma, No- 
vember 15-18, 1938. 
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forty and gassy already had two strikes on them 
when they entered the physician’s office. 

By means of the dye method devised by Gra- 
ham, Cole and Copher not only has the diagnosis 
of gallstones been refined, but also information 
concerning the functional capacity of the gall- 
bladder can be obtained. Also papillomata of 
the mucosa, adhesions producing deformities of 
the organ and strictures can be identified. This 
refinement has at the same time clarified and 
complicated the diagnostic precision of the clini- 
cian. He must not only evaluate the clinical 
symptomatology, but also the cholecystogram. 
Thus is the line between medical and surgical 
cases more sharply drawn. Further experience 
with cholecystography will doubtless still more 
definitely aid in demonstrating the exact func- 
tioning ability of the gallbladder. 

Another diagnostic aid is the biliary drainage 
originated by Lyon. This method has not en- 
joyed the popularity that it deserves, largely, I 
believe, because it is time-consuming and many 
patients object. However, the microscopic ex- 
amination of the bile obtained by the tube may 
give information not obtainable by any other 
method. Bockus and others have demonstrated 
the relationship between the finding of choles- 
terol crystals and sodium bilirubinate in “B” 
bile and gallstones. Pus cells in the aspirated 
material indicate infection along the biliary tract. 

Even the simple estimation of the acidity of 
the gastric contents should not be neglected in 
cases of suspected gallbladder disease. The as- 
sociation of low or negative free acid values with 
cholecystitis is well known and this knowledge 
may form the missing link in the chain of evi- 
dence in favor of such diagnosis. 

But while our diagnostic armamentarium is 
increasing, the diagnostic problems also increase 
because of the number of questionable cases. 
Other lesions of the upper abdomen must be 
excluded, many times, before a positive diag- 
nosis of gallbladder disease can be made. While 
it is generally conceded that chronic cholecystitis 
is the most frequent ailment of the adult abdo- 
men, symptoms common to it are also common 
to other diseases. Such symptoms as bloating, 
fullness, flatulence, indefinite upper abdominal 
pain and dyspepsia, nausea and vomiting may be 
produced by several other conditions, and the 
origin may be far removed from the abdomen. 
For these reasons, it is unwise to explain such 
symptoms on the basis of gallbladder disease 
unless there is unmistakable evidence of its 
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presence and other conditions have been defi- 
nitely eliminated. Even the symptom of jaun- 
dice is not inevitably significant of cholecystic 
disease. 

Colicky pain associated with jaundice cannot 
always be depended upon as symptomatic of 
gallstones. Ivy!? and his co-workers have de- 
scribed a hypertonic state of the sphincter of 
Oddi which produces not only jaundice, but 
biliary colic. This they have called hypertonic 
biliary dyskinesia. It is purely a functional dis- 
turbance similar in mechanism to cardiospasm 
and pylorospasm. The knowledge of the exist- 
ence of this phenomenon adds another hazard 
in the diagnosis of gallbladder disease. 

The diffential diagnosis should include peptic 
ulcer, hernia at the esophageal hiatus, renal 
lithiasis, hydronephrosis, gastric crises, epigas- 
tric hernia, coronary artery disease, and disease 
of the vertebrae. Several of these can be elimi- 
nated by the use of the x-ray, especially in the 
gastro-intestinal and urinary tracts, where in- 
travenous pyelography has taken a place of im- 
portance similar to that of cholecystography in 
gallbladder disease. 

Tabes dorsalis can be recognized easily by an 
adequate history and physical examination in 
conjunction with Wassermann tests of the blood 
and spinal fluid. Epigastric hernia is not a fre- 
quent occurrence and unless searched for dili- 
gently may be easily overlooked. The symp- 
toms may so Closely simulate cholecystitis that 
many times the gallbladder has been removed 
before the hernia was discovered. The pain as- 
sociated with coronary artery disease is not in- 
frequently located in the epigastrium and the 
flatulence and digestive disorder accompanying 
the impaired circulation combine to present a 
picture quite like cholecystitis. History, physi- 
cal examination and electrocardiographic studies 
should be sufficient to make the differentiation. 
Tumors of the spinal cord and lesions of the 
vertebrae should be distinguished through the 
medium of the history and physical examina- 
tions. X-ray studies are often diagnostic neces- 
sities in these conditions. A few days ago in 
taking a cholecystogram we found a hypertro- 
phic arthritis of the dorsal vertebra which ex- 
plained the symptoms. 


The differential diagnosis should also include 
an estimation of the influence on the gastro- 
intestinal tract of nervous stimuli from the out- 
side exemplified by worry or emotional stress. 
Too often are these factors neglected even though 
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their importance in the production of symptoms 
has been convincingly demonstrated. Examina- 
tions of this sort are time-consuming and tedious, 
but in too many instances had they been done 
there would be fewer operative scars for exhi- 
bition. Functional disorders of the gastro-in- 
testinal tract may present symptoms closely akin 
to cholecystic disease and may be the real 
cause of the patient’s disability, although there 
may be undeniable evidence of malfunction of 
the biliary system. The irritable colon causes 
symptoms which at times may be easily mistaken 
for a diseased gallbladder. Observation of the 
relationship of the attacks of distress to the 
character and frequency of the stools will help 
to answer the question. 


After establishing the diagnosis, the next prob- 
lem is how to treat the patient with chronic gall- 
bladder disease. Certainly it is easy to refer 
to the surgeon those cases in which there have 
been repeated attacks of colic and whose chole- 
cystogram shows a nonfunctioning gallbladder 
containing stones. A certain percentage of pa- 
tients will exhibit typical gallstone attacks, but 
the organ will show a considerable degree of 
ability to concentrate the dye. Some roent- 
genologists report such findings as gallstones in 
a normally functioning gallbladder. It seems to 
me that this group should reopen in the sur- 
geon’s mind the question of cholecystostomy 
versus cholecystectomy. While it is just and 
right to consider a nonfunctioning gallbladder 
filled with stones as a foreign body and remove 
it in toto, on the other hand, removing a normal 
gallbladder because it contains calculi may be 
of little worth to either surgery or the patient. 
This may account for some of the poor results 
credited to the surgical treatment of gallbladder 
disease. In reality it may not prove to be due 
to the operation, but rather an error of judg- 
ment. Perhaps a more neutral point of view 
will develop. 

When stones are not present in a nonfunc- 
tioning gallbadder, the problem is more com- 
plex. Several factors must be taken into ac- 
count. The length of time that symptoms have 
been present, the severity of the symptoms, the 
age and general condition of the patient and any 
associated condition that might be due to the gall- 
bladder acting as a focus. If symptoms have 
been present for eight or ten years, I believe 
medical management will have little effect in 
restoring function to the gallbladder. Perhaps 
five years would be closer to the limit. How- 
ever, the condition is not an emergency, and 
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medical measures should be tried for a period of 
at least three months before abandoning them 
in favor of surgery. If the symptoms are severe 
a shorter trial period may be indicated. Some- 
times the clinician must assume the role of an 
actuary and hazard a guess on the life expectancy 
of the patient before deciding upon a course of 
treatment. Whether it should be medical or 
surgical must be determined for the elderly in- 
dividually, not as a group. 

Those patients with chronic cholecystic dis- 
ease whose cholecystograms show fair concen- 
tration of the dye without other pathologic man- 
ifestations such as stones or papillomata should 
be placed on a medical regimen. These proba- 
bly represent functional disturbances rather 
than structural changes. That this is true is 
indicated by the inability of the gallbladder to 
completely empty following a high fat meal. 

Another interesting aspect of cholecystic dis- 
ease is the possible relationship it may bear to 
other conditions, for instance, arthritis. The. 
gallbladder was first incriminated as a possible 
focus of an arthritic infection in 1898 by von 
Dungeon and Schneider. Since then there have 
been reports both in favor of and opposed to 
the idea. In the management of these cases it 
seems a middle ground can be held. If other 
foci have been removed, then a diseased gall- 
bladder may be the focus. The examination of 
the bile by the Lyon method may be of definite 
value in these cases as well as the cholecystogram. 
Unless the gallbladder is shown to be nonfunc- 
tioning, advocating its removal is risky. 

Diabetes and gallbladder disease occur in the 
same type of individual over 40 years of age. 
Whether or not the disease of the gallbladder 
causes the diabetes is far from proven. How- 
ever, diabetes may be more difficult to control 
in the presence of an associated gallbladder in- 
fection and for this reason thorough study of it 
should be routine in diabetics over 40. Com- 
bined medical and surgical treatment may be in- 
dicated if the gallbladder is functionless and the 
diabetes not controlled by careful medical regi- 
men. 

Hypoglycemia may also be encountered with 
cholecystic disease. One such case has been 
under our observation during the past year. The 
blood sugar reached a low level of sixty-four 
milligrams per cent. A history suggestive of 
gallbladder dysfunction had been present for fif- 
teen years and the cholecystogram indicated a 
diseased gallbladder. Medical measures were 
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of no avail in relieving the symptoms nor in 
raising the blood sugar level. Following chole- 
cystectomy this patient has improved in health 
and the blood sugar has risen to one hundred 
and three milligrams per cent. 

The association of chronic cholecystitis and 
heart disease has long held the interest of clini- 
cians. From the clinical point of view, one not 
infrequently finds an overlapping of the symp- 
toms and a striking resemblance of pain in the 
attacks affecting either the heart or gallbladder 
as has been mentioned before. Both organs 
may be diseased in the same individual. Surgi- 
cal treatment of the gallbladder has been cred- 
ited in some cases with alleviation of the pain 
of an associated heart disease. Some observers 
of morbid anatomy claim that in subjects with 
diseased gallbladders the degree of arterial de- 
generation is higher and the cases of severe arte- 
rial degeneration are more numerous than in 
those whose gallbladders are healthy. An inter- 
esting comment is that of Sir James Mackenzie, 
who calls attention to the fact that John Hunter 
was found to have gallstones as well as degen- 
erate coronary arteries. He expressed the opin- 
ion that Hunter’s earlier symptoms were biliary 
and not cardiac. Decision as to the manage- 
ment of these cases must be made according to 
the merits of the case at hand. The severity 
of involvement of each organ, the patient’s age, 
and the duration of the disease are factors to be 
considered. 

Migraine has long been suspected of being as- 
sociated with some disturbance of the gallblad- 
der. It has been described as due to a “super- 
fluity of bilious humor,” to a “hot distemper of 
the liver” or to “black bile.”” However, scien- 
tific proof that disease of the gallbladder is the 
cause of migraine is lacking, and promise of re- 
lief from headache through the medium of treat- 
ment of the gallbladder is not justified. 


One of the most distressing associations is 
that of urinary suppression. This usually occurs 
during an acute exacerbation of a chronic gall- 
bladder disease. The mechanism is probably de- 
pendent on an associated liver degeneration, al- 
though postmortem studies do not always dis- 
Close sufficient liver damage to cause liver fail- 
ure. Cases of this kind are difficult to differ- 
entiate from an acute yellow atrophy of the 
liver. The hemorrhagic tendency is not great 
in them, and this fact may give a clue to the 
real situation. Unfortunately, treatment is fre- 
quently unsuccessful. 
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There is another phase of the question which 
should be mentioned. A certain percentage of 
patients who have had their gallbladders re- 
moved return to the clinician for the relief of 
symptoms possibly due to the operative proce- 
dure. Dyspepsia and pain are the most fre- 
quent complaints. Jaundice occasionally occurs. 
In addition to the physical discomfort, there is. 
a psychological injury which adds to the burden 
of the therapist. Many of these patients will 
be relieved by the use of the Lyon tube, and at 
the same time information may be obtained re- 
garding the cause of the discomfort. Dietary 
regulation is of paramount importance and the 
use of cholegogues a helpful adjunct. Symp- 
toms in this group of patients usually occur a 
short interval following the operation before 
the biliary tract has become accommodated to 
the changed anatomy. 

In conclusion let it be emphasized that only 
a small proportion of the patients presenting 
symptoms and signs of gallbladder disturbances 
require immediate surgery; that the clinician 
should carefully evaluate the history, physical 
findings, and the laboratory results and not use 
the gallbladder as a wastebasket into which to 
drop all of the indefinite symptom complexes. 
of the upper abdomen; that medical manage- 
ment should be tried in all cases of gallbadder 
disease without stones before resorting to sur- 
gery; and finally that the evidence must be over- 
whelmingly strong before ascribing focal infec-. 
tion to the gallbladder. 
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DISCUSSION (Abstract) 


Dr. Randolph Lyons, New Orleans, La—There is no- 
doubt that the gallbladder is used as a wastebasket 
for indefinite upper abdominal symptoms. The gall- 
bladder is too often incriminated without sufficient 
evidence. A careful history and physical examination 
plus the laboratory procedures mentioned by Dr. Mel- 
son should in most instances make the diagnosis. Mis- 
takes will occasionally be made in spite of all these 
measures. Such an example occurred recently in the- 
case of a physician’s mother seen in September, 1938. 
This elderly lady had been told that she suffered from 
gallbladder disease for several years. One year pre- 
viously she had been examined by one of the best clini- 
cians in Georgia. Two days before I saw her she had 
an attack of upper abdominal pain with nausea and 
vomiting and she considered it one of her gallbladder 
attacks. The following day she was no better. Her 
abdomen was distended and she had some temperature.. 
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I saw her about 48 hours after the onset, at which time 
she had a general peritonitis and ascites. At autopsy a 
ruptured duodenal ulcer was found, and, curiously 
enough, no evidence of gallbladder disease. 

I agree that biliary drainage is an important test and 
should be included with other measures in the diagnosis 
of biliary disease. My impression of Lyon’s method 
is that it is quite generally used as a diagnostic measure, 
but not so frequently as a therapeutic measure. When 
duodenal lavage was first introduced, it was employed 
for almost every form of gastro-intestinal disturbance. 
The public actually demanded it. Now we use it only 
in selected cases. 

To my mind, the most difficult problem in chronic 
gallbladder disease is the determination of when the 
patient becomes surgical. This does not apply to me- 
chanical conditions or a suppurative gallbladder. Nor 
do I believe it applies to the aged. There is a middle- 
aged group whose symptoms are not severe or disabling, 
but which persist in spite of therapeutic measures. We 
realize that in gallbladder disease the biliary system is 
involved and liver damage must occur sooner or later. 
I do not believe that we should wait eight or ten years 
or even five years if surgical intervention is to be under- 
taken successfully. 


Dr. Joseph E. Knighton, Shreveport, La—The essay- 
ist’s comprehensive discussion of th2 diagnosis of gall- 
bladder disease recalls to my mind a patient seen in 
consultation with a physician friend. Coronary artery 
disease had been diagnosed. Subsequent study revealed 
cholelithiasis. Surgical measures gave the patient not 
only relief from ga!Ibladder disease, but no further 
symptoms of coronary disease followed. 


I recall also a patient seen recently in whom gall- 
bladder disease was suspected, but x-ray study re- 
vealed a well-defined hypertrophic arthritis of the dor- 
sal vertebrae and a normally functioning gallbladder. 


Dr. Melson did not mention specifically the bile salts 
or bile acids in his discussion of medical treatment. I 
think there can be no doubt that these agents, espe- 
cially the bile acids, have an established field of use- 
fulness in the treatment of properly selected cases of 
chronic cholecystitis. There are, however, some con- 
flicting ideas as to the proper diet for the patient in 
connection with the administration of these drugs. 
There seems to be a well-founded idea that the bile 
acids serve as choleretics and many advocate a diet 
rich in fats to stimulate gallbladder contraction and to 
produce relaxation of the sphincter of Oddi. This proc- 
ess would have the effect of stimulating the drainage 
of the gallbladder. There are others who oppose the 
policy of the high fat and high cholesterol producing 
diet on the theory that this type of diet encourages 
gallstone formations. This theory seems to be refuted 
by the fact that many capable workers have failed to 
find hypercholesterolemia in large series of examina- 
tions of patients suffering from gallbladder disease. 
Further reasons for opposing the high fat diet is that 
it encourages arteriosclerosis. This idea seems to be 
supported by the results observed in diabetic patients 
who had received high fat diets over a period of years. 
The question might arise as to whether arteriosclerosis 
resulted from the high fat diet or from hyperglycemia. 
At any rate, the diabetic patients of today seem to 
show less tendency to arteriosclerosis on a low fat 
high carbohydrate diet than with a high fat diet. In 
this connection it must be remembered that the diet for 
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the diabetic patient is a permanent proposition, or at 
least for an indefinite time, whereas the high fat diet 
for gallbladder disease is probably for a comparatively 
short period. 

My own practice regarding diet in chronic gallbladder 
disease has been to allow a liberal quantity of carbohy- 
drates, a moderate quantity of fats, and a minimum 
requirement of proteins. 


MACROCYTIC ANEMIAS* 


By R. Q. Goopwin, M.D. 
Oklahoma City, Oklahoma 


In order to understand any form of anemia it 
is necessary to understand, as Haden has pointed 
out, the red cell formation, maturation and life 
history, and the oxygen-carrying element, 
hemoglobin, its formation and destruction. 

Macrocytic anemia is characterized not only 
by macrocytosis, but also by hyperchromia as 
contrasted with microcytic hypochromic ane- 
mia. The former is a deficiency disease, due to 
a diminution or absence of a substance necessary 
for the maturation of the erythrocyte. The 
latter, microcytic hypochromic anemia, is due 
to iron depletion. 

The deficient material, variously termed; 
stroma-producing factor (Whipple) ; anti-anemic 
factor, or X (Castle'); hematopoietic factor 
(Isaacs?); and erythrocyte maturing factor 
(Haden*), has been shown to be the product of 
the interaction of an intrinsic factor which is 
found in normal gastric secretions with an ex- 
trinsic factor found in food. The product is 
stored in the liver primarily, but to some extent 
in the kidneys and other tissues. That the liver 
has a part in the activation of this erythrocyte 
maturing factor is shown by the absence of ther- 
apeutic response of the anemia in certain liver 
disorders. Hence a break in the three-link chain, 
namely, the gastric factor, the extrinsic factor 
and the liver, will result in a macrocytic hyper- 
chromic type of anemia. As shown by Castle 
and others the reduction in erythrocyte count is 
due to a deficiency in erythrocyte maturation in 
and release by the bone marrow rather than. to 
increased blood destruction as was once believed. 
Hyperchromia is the physiologic result of the 
disturbed balance between the relative excess 
of hemoglobin and the reduced red blood count 


*Read in General Clinical Session, Southern Medical Associa- 
tion, Thirty-Second Annual Meeting, Oklahoma City, Oklahoma, 
November 15-18, 1938. 
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and there seems to be a definite relation between 
the hemoglobin excess and the macrocytosis. It 
is doubtful that macrocytosis occurs with a low 
iron content of the blood, though a few instances 
have been reported. It has been pointed out by 
Haden, Isaacs and others that this hematopoietic 
factor normally acts at the megaloblastic stage 
of development and that its absence results, as 
Isaacs expresses it, in a bone marrow block, at 
this level. 

A number of conditions have an associated 
macrocytic hyperchromic type of anemia. When 
present there is usually some evidence of a dis- 
turbance in one or more of the three factors out- 
lined above. Among the more common condi- 
tions which may have an associated macrocytic 
hyperchromic anemia are: 

(1) Pregnancy.—Anemia is a frequent com- 
plicating problem in pregnancy. Strauss has 
emphasized the importance of recognizing three 
types of anemia in pregnancy, namely: (1) ane- 
mia due to hydremia; (2) iron deficiency or mi- 
crocytic hypochromic anemia; and (3) macro- 
cytic hyperchromic anemia. It is obvious that 
a specific etiologic diagnosis must be made in 
order to institute proper therapy. 

Macrocytic hyperchromic anemia in pregnancy 
occurs more commonly in the tropics and hence 
has been called tropical macrocytic anemia of 
pregnancy. The response to specific therapy is 
usually dramatic and a cure obtains until suc- 
ceeding pregnancies. Strauss and Castle have re- 
ported eight cases of pregnancy with a macro- 
cytic hyperchromic anemia _indistinguishable 
from that of pernicious anemia. 

(2) Goldhamer has reported a case of cancer 
of the stomach which presented a typical macro- 
cytic hyperchromic anemia without other evi- 
dence of pernicious anemia, and which responded 
to liver therapy. He believed the anemia was the 
result of disturbance of the intrinsic factor in 
the stomach by the cancer. 

(3) Sprue is a disease which presents a clin- 
ical picture not unlike that of pernicious anemia. 
It responds to proper food intake, so it is obvious 
that the extrinsic factor is deficient in this dis- 
ease. The condition is seen most often in tropi- 
cal and subtropical regions and is not infrequent 
in the southern United States. 

(4) Pellagra is a common disease of southern 
United States, particularly in some rural sections 
where the diet is deficient in protein, more espe- 
‘ cially meat, eggs and milk. This would indi- 
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cate that the extrinsic factor is at fault, but re- 
cently Sydenstricker and his co-workers at the 
University of Georgia have shown that there is 
probably a deficiency of the intrinsic factor as 
well. The anemia in pellagra is not always of 
the macrocytic hyperchromic type, but when it 
is not, it would seem that there is absolute iron 
deficiency in the diet along with the deficiencies 
above, which leads to microcytosis. 

(5) Macrocytic anemia occurs in certain liver 
diseases as cirrhosis and Banti’s disease. Hig- 
gins and Strauss have been able consistently to 
produce macrocytic hyperchromic anemia in ex- 
perimental cirrhosis of the liver. Their explana- 
tion is that the liver is unable to store and syn- 
thesize or activate the precursor of the erythro- 
cyte maturing factor. 

(6) Gastro-intestinal dysfunctions not infre- 
quently result in macrocytic hyperchromic ane- 
mia. Such a condition as gastrectomy which 
cripples the intrinsic factor production may re- 
sult in macrocytic hyperchromic anemia. Finny 
and Reinhoff reported two cases and Hurst re- 
ported ten such cases. Likewise, prolonged diar- 
rhea, bacillary dysentery or intestinal strictures 
may give a picture of macrocytic anemia because 
of the disturbed absorptive power of the gastro- 
intestinal tract. 

Other conditions such as leukemic states or 
parasitic infestations may and frequently do 
present blood pictures of macrocytosis. 

The most common, the classica] macrocytic 
hyperchromic anemia, is pernicious, or addi- 
sonian anemia. It is universally agreed that 
the cause of addisonian anemia is a deficiency 
of the intrinsic factor in the stomach. Hence, 
pernicious anemia is a stomach and upper du- 
odenal pathologic process, the cause of which is 
as yet unknown, but which causes achylia. Since 
the pathologic process is known to consist of 
atrophy of the gastric and duodenal mucosa, it is 
obvious that there is no restorative therapy. 

The early symptoms of pernicious anemia are 
quite variable. Sooner or later the gastro-intes- 
tinal system, the neurologic system and the hem- 
atologic elements show obvious and demonstrable 
manifestations. Any one of these may be in- 
volved at first to the exclusion of the others or 
all may show changes simultaneously. “Weak- 


ness, sore tongue, and numbness and tingling 
of the extremities” have been termed the “diag- 
Musser and Wintrobe* say that 


nostic triad.” 
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the initial symptoms in the order of occurrence 
are: 

“Fatigability, weakness and faintness, numbness, tin- 
gling and stiffness of the extremities, headache, nausea, 
lack of appetite, vomiting, dizziness, dyspnea, palpita- 
tion, diarrhea, loss of weight, pallor, and abdominal 
pain. 

A study of forty cases at the State University 
Hospital,* Oklahoma City, revealed that: all had 
weakness and lack of endurance; all had gastro- 
intestinal disturbances, the most common of 
which were digestive difficulties, nausea and 
vomiting, diarrhea and sore tongue; all showed 
neurologic manifestations, as numbness and tin- 
gling of extremities, paresthesia, anesthesia, and 
pain in extremities. Other symptoms varied 
widely but included most of those outlined above. 
In remissions, which are not uncommon, any or 
all symptoms may disappear only to return in 
the relapse which always follows. 

The blood picture in relapse is characteristic. 
The red cell count may be far below 1,000,000, 
the size and shape of the cells are variable, but 
macrocytosis obtains, nucleated red cells are 
frequently seen, and many megaloblasts are 
rather consistently present. All cells are heavily 


*I am indebted to Dr. Owen Royce, Medical Resident, State 
University Hospital, Oklahoma City, for his fine work and assist- 
ance with the cases reported. 
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loaded with hemoglobin. The color index is con- 
sistently above one, at times as high as 1.5. 

Achylia is a constant finding. This condition 
obtains at all times, both in remission and re- 
lapse, and is not influenced by the injection of 
histamine hydrochloride (which is the test of true 
achylia) nor by therapy which results in a clini- 
cal “cure.” 

Of the forty cases observed, fourteen, or 35 
per cent, were women, and twenty-six, or 65 per 
cent, men. Ages ranged from thirty-two to 
eighty-three with decades represented as follows: 
fourth, five cases; fifth, seven cases; sixth, four- 
teen cases; seventh, nine cases; eighth, four 
cases; and ninth, one case. The average age was 
60 years. The duration of symptoms before 
coming under observation was from one month to 
ten years with an average of 25.8 months. 

The above, coupled with the cardinal physical 
findings, namely, a characteristic pallor and 
lemon tint of skin, usually well preserved nutri- 
tion, most commonly blonde individuals, a char- 
acteristic red tongue, diminished or absent re- 
flexes of extremities, make the diagnosis unques- 
tionable. 

The treatment of macrocytic anemia resolves 
itself into the problem of supplying the deficient 
factor. If the extrinsic factor is the offender 
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as in sprue and early pellagra, dietary manage- 
ment is curative. If liver disease is the dis- 
turbed factor, liver therapy is indicated, but fre- 
quently does not affect a response. Then trans- 
fusions become imperative. If carcinoma so 
damages the stomach and duodenal mucosa as to 
produce an intrinsic factor deficiency, then con- 
tinuous administration of dried stomach mucosa 
by mouth or liver therapy, preferably given in- 
tramuscularly, gives clinical relief. In perni- 
cious anemia, either continuous feeding of dried 
stomach mucosa which furnishes the intrinsic 
factor or the administration of liver by mouth or 
parenterally, preferably the latter, will affect 
clinical remission. 


SUMMARY 


(1) Macrocytic anemia is a deficiency dis- 
ease, the result of a disturbance in either the 
intrinsic gastric factor, the extrinsic food factor, 
or of deficiency of liver function. 


(2) A number of conditions have an asso- 
ciated macrocytic anemia, but there is only one 
primary macrocytic hyperchromic anemia. 


(3) Of the forty cases studied, 100 per cent 
had involvement of the gastro-intestinal and neu- 
rologic systems with a characteristic blood pic- 
ture. One hundred per cent had achylia. 


(4) The treatment of macrocytic anemia is 
substitutive therapy. 


BIBLIOGRAPHY 


1. Castle, W. B.: The Etiology of Pernicious Anemia and Re- 
Macrocytic Anemias. Ann. Int. Med., —:2, 1933. 

2. Isaacs, R.: The Bone Marrow in Anemia: ad Red Blood 
Cells. Amer. Jour. Med. Sci., 193:181, 1937 

3. Haden, Russell L.: The Mechanism of Anemia. Jour. Lab. 
& Clin. Med., —:439, 1937. 

4. Musser, J. H.; and Wintrobe, M. M.: Diseases of the Blood. 
Tice’s System of Medicine, —:——. 


MICROCYTIC ANEMIA* 


By WaLkeR Mortepce, M.D. 
Oklahoma City, Oklahoma 


The general term anemia describes a condi- 
tion in which there is a diminution in the number 
of red blood cells or in the hemoglobin content 
of the cell or both. Strictly speaking, the term 
microcytic anemia means an anemia in which 
the average red cell diameter is smaller than 
normal. It is usually associated with a lessened 
hemoglobin content of the blood. Hence it is 
also a hypochromic condition. 


*Read in General Clinical Session, Southern Medical Associa- 
tion, Thirty-Second Annual Meeting, Oklahoma City, Oklahoma, 
November 15-18, 1938. 
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At times the diagnosis of microcytic anemia 
can be made by a competent laboratory techni- 
cian by viewing the stained blood smear. Here 
one sees the red cells distinctly smaller than 
normal with an associated variation in size of 
some of the cells and a change in the shape of 
many of the cells. To determine the presence 
of anemia it is necessary to have an exact count 
of the red blood cells and an accurate hemoglobin 
estimation by the Dare hemoglobinometer, or 
better, by the Sahli method. The Tallqvist 
scale is inaccurate. After having determined 
the red blood count and the percentage of hemo- 
globin, the color index is found. This is an 
estimation of the average amount of hemoglobin 
in the erythrocytes in comparison with an arbi- 
trarily fixed normal. In a color index below 
one, which is a hypochromic anemia, the eryth- 
rocytes carry only that proportion of hemoglobin 
indicated by the figure obtained. In many of 
the hyperchromic anemias the erythrocytes are 
microcytic. 

Sydenstricker says: 

“Variations in the size of the erythrocytes are of 
equal importance with variation in their number and 
their hemoglobin content. Corpuscular volume deter- 
mination made in conjunction with accurate red cell 
counts gives immediate indication of the size of the eryth- 
rocytes more accurately thando * * * direct meas- 
urements of cells by the Price-Jones method. 
though Capps, in 1901, pointed out the usefulness of the 
volume index it is only during the past decade that the 
importance of this factor has been recognized. Except 
in rare instances of extreme dehydration or of hydremia, 
the corpuscular volume is the most accurate method of 
differentiating various types of anemias.” 


To determine the corpuscular volume it is 
necessary to find the volume index, which is the 
mean volume of a single red cell relative to nor- 
mal. Two procedures are required: 

(A) An accurate red blood count. Normal 
is 5 million per cubic millimeter. 

(B) A cell volume determination by the Win- 
trobe or Haden method. Normal volume is 46 
c. c. per 100 c. c. of blood. 


Chart 1 
COLOR INDEX 


Hemoglobin of Unknown 

Hemoglobin of Normal (100% ) per cont 
Red Count of Unknown 

Red Count of Normal (100%) 
Hemoglobin per cent 
R.B.C. per cent 


=R.B.C. per cent 


=Color index. 
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The volume index is the mean volume of a 
single red cell relative to normal. It is com- 
puted by dividing the volume of packed red 
cells in per cent of normal by the number of 
red cells in per cent of normal. Of course, be- 
fore this computation can be made, as mentioned 
above, an accurate red blood count and cell 
volume determination are needed. The red blood 
count can be made from the oxalated blood used 
for the cell volume estimation. 


Chart 2 
VOLUME INDEX 


Red Volume Unknown 

R-d Cell Volume Normal (46c.c.) ~ Volume per cent 
R.B.C. of Unknown 

RBC. of Normal (5M) Cell per cent 
Volume Per Cent 

Red Cell Per Cent Volume Index. 


To quote Sydenstricker further: 


“The volume per cent of packed cells indicates the 
degree of anemia or of polycythemia in a given blood 
specimen. In macrocytic anemias the cell volume is 
disproportionately large in relation to the cell count 
and in microcytic anemias the cell volume may be 
greatly reduced even though the count is not markedly 
lowered. The volume index is increased in macrocytic 
anemias from 1.2 to 1.6 or even more. * * * In 
anemias due to sudden blood loss, intoxications, infec- 
tions and hemolysis the volume index is normal or 
slightly reduced. In microcytic anemias, particularly 
those due to chronic blood loss and chronic infections, 
the volume index is low.” 

The chief factors concerned in a microcytic 
anemia are insufficient iron intake or a chronic 
blood loss. The diet of the ordinary person 
contains approximately enough iron to maintain 
the blood in a healthy condition; but if there is 
restriction of diet from any cause or a loss of 
blood from the body so that the products of 
broken down red blood corpuscles cannot be 
used to re-form other blood cells, a microcytic 
anemia results. Usually the causative factors 
can be grouped under five heads: 

(1) Loss of iron through repeated small hem- 
orrhages. 

(2) Insufficient iron intake in the diet. 

(3) Failure of iron to go into solution due to 
achlorhydria. 

(4) Failure of iron to absorb due to a patho- 
logical condition in the gastro-intestinal tract. 


(5) Interference with the formation of hemo- 
globin or red blood cells in the bone marrow. 
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(1) Repeated Small Hemorrhage—Of the 
etiologic causes of hypochromic anemia, this is 
by far the most common. The mechanism is 
clear when it is remembered that the usual daily 
intake of iron is not much above the body’s re- 
quirement and prolonged loss of blood must 
eventually deprive the body of its reserves and 
result in a relative iron deficiency. That this is 
the case can be shown by administering iron in 
adequate doses and allowing the bleeding to 
continue, in which case the anemia promptly 
disappears, notwithstanding the continued loss 
of blood. Of course, the correct therapy is to 
control the bleeding and also supply the deficient 
substances. 

The common causes of chronic hemorrhage are 
many. From the gastro-intestinal tract are in- 
cluded: carcinoma, peptic ulcer, hemorrhoids, 
hookworm infestation, ulcerative colitis, and 
amebiasis. Less common causes are diaphrag- 
matic hernia and Meckel’s diverticulum. From 
the uterus it may be due to carcinoma, myofi- 
bromata, or endocrine disturbances. From the 
urinary tract hemorrhage may be due to malig- 
nant tumors, tuberculosis, or schistosomiasis. 
The anemia of nephritis is not due to loss of 
blood, but to the infection. From the respiratory 
passages it is most commonly due to tubercu- 
losis, carcinoma, or bronchiectasis. 

A clinical condition to which particular atten- 
tion should be called is that of the patient in the 
late forties or early fifties who is found to suffer 
from some indigestion and to have a microcytic 
anemia. Frequently the cause of this microcytic 
anemia is a carcinoma of the cecum or ascending 
colon. In this area of the bowel the content 
is liquid, but the lymphatic supply is rich and 
absorption readily takes place. Because of the 
liquid content there are no symptoms of obstruc- 
tion; hence there is little or no pain. But with 
the rich lymphatic supply, absorption from the 
malignant growth will cause a state of toxemia. 
This, with repeated small hemorrhages into the 
bowel, will result in anemia. Physical examina- 
tion and x-ray may be negative, but the stool 
wil] consistently show occult blood, thus indi- 
cating the cause of the anemia. 

(2) Insufficient Iron Intake——Under this 
heading can be placed the second most frequent 
kind of microcytic anemia seen by the clinician, 
which is the so-called idiopathic hypochromic 
microcytic anemia of middle-aged women as- 
sociated with the Plummer-Vincent syndrome. 
This is characterized by atrophic glossitis, diffi- 
culty in swallowing, symptoms of dyspepsia, 
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weakness, loss of weight, debility, and spooning 
of the fingernails. The spleen is often enlarged. 
While this variety of anemia is called idiopathic, 
it is based on some combination of the following 
factors: inadequate intake of iron-containing 
foods because of poor appetite for meats; inad- 
equate absorption of the iron in foods ingested 
because of the achlorhydria and poor gastric di- 
gestion; or chronic hemorrhage, most commonly 
menorrhagia. The achlorhydria is probably the 
most important factor in these cases. 

Also under the heading of insufficient iron 
intake are the microcytic anemias found in pa- 
tients on a milk diet, since milk is low in iron 
content. This type of anemia occurs in infants 
who are maintained beyond the usual weaning 
period on a milk diet, in premature infants be- 
cause they have not had time to develop the 
usual excess store of iron in the liver before 
birth, and in food faddists. It may occur in 
patients with peptic ulcer who are kept too long 
on a milk and cream diet without supplementary 
iron therapy. It is a common type in pregnant 
women near term because of the need for an 
extra intake at this time to provide for the stor- 
age of iron in the fetal liver. 

Chlorosis is a disease of young women, almost 
unknown now, which was probably due to a diet 
inadequate in iron content to supply that needed 
for growth and to compensate for that lost in 
menstruation. 

Hypochromic microcytic anemia may also de- 
velop in starvation from any cause, especially 
esophageal stenosis. 

Familial hemolytic jaundice is a microcytic 
anemia characterized by jaundice. The red cells 
showed increased thickness and decreased diame- 
ter, hence they are more spherical than disc 
shaped. The diagnosis is made by a history of 
chronic jaundice, with bile pigment present in the 
stools, but absent in the urine. The red cells 
show diminished resistance to hypotonic salt 
solution. Anemia with jaundice plus enlarge- 
ment of the spleen completes the picture. This 
anemia differs from other microcytic anemias in 
that it is not amenable to iron therapy. 

Chronic lead poisoning at times gives rise to 
microcytic anemia. The mechanism is probably 
depression of the red bone marrow activity. 
Chronic infection such as syphilis and tubercu- 
losis can result in microcytic anemia. This may 


be a depression of the bone marrow by a toxin 
from these infections or destruction of the red 
cells by the toxin or both. 
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Symptoms.—The symptoms of microcytic 
anemia, which are many and varied, include fa- 
tigue, shortness of breath on exertion, palpitation 
of the heart, edema of the extremities, anorexia, 
indigestion, and depending upon the severity of 
the condition, pallor and faintness. There may 
be a history of vaginal bleeding, or in some pa- 
tients black stools, bleeding from the rectum, 
etc. The anemia may set up a vicious circle, 
namely, in an anemic patient with bleeding from 
a fibroid, hemorrhoids, or a similar condition 
the anemic blood lacks the ability to clot and 
hence tends to aggravate the condition. 

The treatment of microcytic anemia is, if pos- 
sible, to find the etiological factor and correct 
it. After correcting a hemorrhagic condition, 
iron must be given to help restore red blood cells 
and hemoglobin. To be sure that iron will be 
absorbed, the gastro-intestinal tract should be 
investigated. If hydrochloric acid is decreased 
in the gastric content it should be prescribed. 
Iron must be given in large doses over a long 
period of time to correct the anemic condition; 
this was emphasized by L. J. Witts in a series 
of articles published in The Lancet in 1932. In 
general, ferrous iron is preferable to ferric iron 
and is superior to the so-called organic iron 
preparations. Since large doses of iron are nec- 
essary it is better to give iron by mouth than by 
hypodermic injections. 

The following doses are recommended: 


Reduced iron, 30 to 45 grains per day, divided into 
3 doses. 

Ferrous sulphate, 9 grains per day, in divided doses. 

Ferrous carbonate (Blaud’s mass), in capsules, 60 to 
100 grains per day. 

Iron and ammonium citrate, 60 to YO grains per day. 

Iron should always be given after meals. 


Attention should be called to the change in 
dosage of iron as recommended during the past 
few years. One has only to compare the dosage 
of iron as given in a standard text on pharma- 
cology, edition 1930, with an edition published 
the past two years to see that the amount is four 
to six times as great. 

If the patient fails to respond to the above dos- 
age, the dose can be increased or another prepa- 
ration of iron tried; a blood transfusion may 
strengthen the patient, so that iron by mouth 
may become effective. ln a patient in serious 
condition a blood transfusion is always indicated. 
Liver extract by hypodermic injection is rarely 
needed in the microcytic anemias. If the patient 
has been on a restricted diet he should be ad- 
vised to take a diet rich in iron-containing foods 
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such as beef, lamb, eggs, liver, kidney, apricots, 
peaches, beans, asparagus, raisins and other iron- 
containing foods. 


SUMMARY 


(1) The diagnosis of microcytic anemia can 
at times be made by viewing the blood smear. 

(2) The volume index is more accurate in the 
determination of a microcytic anemia than is the 
color index. 

(3) The chief causes of microcytic anemia are 
chronic blood loss and insufficient iron intake. 

(4) Treatment consists of stopping the blood 
loss and restoring the hemoglobin and blood by 
proper dosage of iron given over a considerable 
period of time. 


ALLERGIC RHINITIS* 


By Epuey H. Jones, M.D., F.A.CS. 
Vicksburg, Mississippi 


The importance of allergic rhinitis is attested 
by the voluminous literature pertaining to this 
subject, yet our concept of this condition is quite 
modern, since it was only thirty-one years ago 
that von Pirqust! first suggested the term allergy 
and more recently still that the term allergic 
rhinitis was conceived. Those interested in the 
historical background are referred to the excel- 
lent treatises of Rowe,? Rackemann® and others. 

The importance of allergy to otolaryngolo- 
gists is revealed by statistical studies. In 1,000 
routine cases Hansel* found the incidence of al- 
lergic disease approximately 40 per cent in all 
complaints referable to the nose and paranasal 
sinuses; similar studies by Baum® on 2,000 cases 
revealed an incidence of aproximately 27 per 
cent. 

In discussing this subject, seasonal and pe- 
rennial hay fever will be eliminated from con- 
sideration. It is true that it is difficult to dif- 
ferentiate clearly perennial hay fever and aller- 
gic rhinitis, for there are many borderline cases. 
For the purpose of this discussion those patients 
whose primary symptoms are sneezing and rhi- 
norrhea will be considered as perennial hay fever 
and eliminated from consideration. 


DIAGNOSIS 
So many excellent articles have been written 


*Read in Section on Ophthalmology and Otolaryngology, South- 
ern Medical Association, Thirty-First Annual Meeting, New 
leans, Louisiana, November 30--December 1-2-3, 1937. 
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on the diagnosis of allergic rhinitis that the 
various diagnostic procedures will be discussed 
very briefly. 

Here, as elsewhere, the value of a thorough 
and detailed history cannot be overemphasized. 
One of the prerequisites for competent allergic 
work is the detective instinct and it is often 
necessary to go over the history with patients 
time and time again before essential data are 
obtained. Frequently the diagnosis can be made 
from the history and confirmed by the examina- 
tion. 

The first examination is, of course, a direct 
inspection of the nasal membranes and passages. 
These cases present a wide variety of pic- 
tures. The membranes may be pale, but far 
more often they are red and congested; in all 
cases, they are more or less edematous. One 
of the most suggestive indications is a velvety 
edema. In uncomplicated cases only mucus or 
mucopurulent discharge is noted, but if there is 
a complicating infection, pus may be seen. If 
there is an acute suppurative infection superim- 
posed, the picture may be that of an acute puru- 
lent sinusitis. 

Transillumination is of value and should be 
done routinely. X-ray examinations should be 
made when indicated and injections of iodized 
o:1 may give additional information. 

The nasal discharge should always be studied. 
Gradwohl® considers the Giemsa stain best for 
staining smears of nasal discharge, but Wright’s 
stain is more commonly used. A differential cell 
count is not of any great value, for the reason 
that cells in the nasal discharge are frequently 
clumped. If only one section of a slide is ex- 
amined, neutrophils may predominate, while in 
another section of the same slide many eosino- 
phils may be found. It is more satisfactory to 
rcord the various cells as one to four plus. It 
must be remembered that, like the Wassermann 
test, these smears are of diagnostic value only 
when positive. It must also be remembered that 
the presence of eosinophils in the nasal discharge 
is not, per se, diagnostic of allergy. 

Food tests are not usually made until the diag- 
nosis of allergic rhinitis has been established; 
but in doubtful cases the use of these tests for 
diagnostic purposes is justifiable. If made, the 
procedure should be most thorough. During the 
past few years many patients, when advised to 
have these tests, have stated they have already 
been tested. Inquiry revealed they had been 
tested with only a few antigens and by the 
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scratch method, a totally inadequate procedure. 
Scratch (or cutaneous) tests should always be 
made for the safety factor; but in allergic rhi- 
nitis the intradermal tests are far more impor- 
tant. Furthermore, each test should be sepa- 
rate; no one test should include more than one 
antigen; and finally, the tests should be com- 
plete. Of course, pollen tests are not made on 
patients who have no symptoms of pollen sensi- 
tivity, but all cases are tested with 100 scratch 
and 65 intradermal foods, 40 scratch and 13 
intradermal miscellaneous antigens. Tests are 
not made with nuts, spices and certain other 
foods, but only because it is considered advis- 
able to eliminate them from all patients’ diets 
until, by trial dieting, they are found to cause 
no symptoms. 

Many observers have discussed the fallibility 
of these tests. Alvis’ has reported positive re- 
actions on non-allergic patients. Alexander® has 
commented on the fact that skin tests on differ- 
ent areas (same patient, same antigen) may 
give varying reactions. Rowe® reported a case 
of cyclic or intermittent sensitivity to egg. Many 
factors must be considered. 1:50 (or 2 per cent) 
extracts are used for cutaneous tests and 1:250 
(or 0.4 per cent) extracts for intradermal tests. 
It can readily be seen that a 2 per cent extract 
of a food like tomato, composed largely of water 
and containing only a small percentage of 
solid matter, cannot be as concentrated as a 
2 per cent extract of beef or wheat, composed 
almost entirely of solid matter. Again certain 
foods, such as eggplant and spinach, contain so 
much histamine that nearly all patients react 
to skin tests with them, but most patients can 
tolerate these foods. Henry? states that skin 
tests sometimes show past or future, as well as 
present, sensitivity. For these reasons, cases 
must be proven by trial dieting before making 
positive diagnoses of sensitivity to any food. 
Nevertheless, with all their fallibility, skin tests 
are a most important aid. 


Our diagnostic tests include intradermal tests 
with six stock catarrhal and one stock strepto- 
coccus vaccine. It was Henry"! who first sug- 
gested these tests and his reasoning seems logi- 
cal. Griffith’? reported isolating 222 strains of 
streptococci from scarlet fever alone. It is 
quite probable that a patient may have good 
resistance to one strain, but a susceptibility, or 
allergic sensitivity, to others. 


TREATMENT 
It has been said that in a large city only the 


rich and the poor get complete and thorough 
medical attention; the rich, because they can 
afford it, and the poor at clinics endowed by the 
rich. This is an exaggerated statement, but it 
is true that in the examination and treatment 
of patients in private practice, particularly in a 
small city, the economic factor must be consid- 
ered. Recently, Dean’* and his associates pre- 
sented a masterly discussion of allergic rhinitis. 
In studying their report one cannot fail to be im- 
pressed, not only by the thoroughness of their 
studies, but by their unexcelled facilities and 
complete freedom from financial considerations, 
and one enviously desires the same facilities in 
one’s own private practice. 

Furthermore, while the literature abounds in 
reports, principally of investigation and studies, 
one finds very little concerning the practical 
management of such cases, and particularly con- 
cerning the mild and borderline cases. 

It is the purpose of this paper to discuss these 
problems. We shall consider them under three 
divisions: 

(1) EARLY OR MILD CASES 


Many patients suffer with frequent head colds. 
They usually give a history of exposure to 
changes of temperature, but complain of the 
cold’s “hanging on.”’ Some complain of “catch- 
ing another fresh cold” as soon as they recover 
from one. They are usually relieved by purga- 
tion and ephedrine preparations intranasally and 
some only consult an otolaryngologist when these 
measures fail. Nasal treatments may be suffi- 
cient for relief. These cases are usually easily 
diagnosed by the methods mentioned above; but 
the majority of them have neither the time, 
money, nor inclination to have diagnostic tests 
made. 

These cases are treated in the following man- 
ner: (1) the patient’s nasal membranes are 
treated by inserting a cotton pack moistened 
with 0.5 per cent cocaine hydrochloride solution 
followed by the topical application of 2 per 
cent silver nitrate solution. This treatment is 
repeated when necessary. (2) A saline purga- 
tive is advised (rarely, calomel is prescribed) 
and 1 per cent ephedrine sulphate in normal sa- 
lire solution is prescribed for intranasal use. (3) 
Rest, avoidance of dust and avoidance of severe 
changes of temperature are advised. (4) Ex- 
perience has shown that practically all allergic 
patients are more or less sensitive to four classes 
of food: (a) spices, pepper, sage, mustard, horse- 
radish, chili powder, Worchester sauce, and 
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so on; (b) vegetable seasonings, bell and pi- 
mento pepper, onion, garlic, celery and toma- 
toes; (c) shellfish and canned fish; and (d) rich 
foods, such as nuts, cheese, cocoa and pork. 
These foods are eliminated, and also any other 
food known to disagree with the patient. 

The following case is fairly typical: 

Mrs. A. W., a white woman, married, aged 33, house- 
wife, presented herself on April 16, 1936, complaining 
of a “miserable head cold,” contracted two nights pre- 
viously. She had visited friends a few miles out of the 
city, had gone to bed feeling well, but awoke the fol- 
lowing morning with a very bad cold. She had felt 
too bad to come to the office until the second day. 
Inquiry revealed that she suffered with colds fairly 
frequently, but not usually so severe. Nasal examina- 
tion suggested an allergic rhinitis. No eosinophils were 
found in her nasal secretion, but there were 7 per cent 
eosinophils in her blood. A diagnosis of allergic rhinitis 
was made and she was treated as outlined above. When 
told to eliminate those foods she exclaimed that she 
had eaten nearly all of them at a big dinner the night 
before catching the cold. She recovered promptly. She 
has not been in the office since, but on recent inquiry 
stated that as long as she was careful with her diet she 
had no trouble. 

When it appears indicated, patients in this 
group are tested with the vaccines as described 
above. I usually advise a course of seven injec- 
tions, starting with 0.25 c. c. and increasing to 
1 c.c. The smaller doses are given at 3 to 5- 
day intervals and the larger doses at 5 to 7-day 
intervals. 


(11) LATE OR ADVANCED CASES 


The only difference between early or mild cases 
and late or advanced cases is that of degree. 
Included in the advanced group are those cases 
that were formerly improperly treated by sur- 
gery. 

Uncomplicated cases are usually easily diag- 
nosed. However, when an infection is superim- 
posed, the allergic factors are not always evi- 
dent and careful study is necessary. 


When a non-allergic patient has a suppurative 
sinus infection that does not respond to treat- 
ment, surgery is promptly advised. When an 
allergic patient has a suppurative sinus infec- 
tion, the allergic factors must first be controlled. 
It may be considered an axiom of otolaryngology 
that nasal surgery should not be performed on 
allergic patients until the allergic factors are 
under control. As a rule this treatment, com- 
bined with ordinary care, relieves the infection, 
but it is sometimes necessary later to resort to 
surgery. 
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A study of the following case is quite illumi- 
nating: 

Miss S. J., an unmarried white woman, aged 22, pre- 
sented herself on August 6, 1936, complaining of head- 
aches, profuse purulent nasal discharge, soreness over 
the antra, a slight elevation in temperature each after- 
noon and a general feeling of malaise and lassitude. 
The previous year she had suffered with these same 
symptoms; she had consulted another otolaryngologist, 
who had made a diagnosis of bilateral purulent maxillary 
sinusitis and had performed bilateral simple antroto- 
mies through the inferior meatuses. She had some relief, 
but only temporarily. When she consulted me, one of 
the naso-antral openings had closed. The history was 
not suggestive, but the nasal membranes appeared al- 
lergic and there were many eosinophils in the nasal 
discharge. Diagnostic skin tests were made and she re- 
acted to several foods and to house dust. The offend- 
ing foods were eliminated from her diet; she was given 
desensitization treatment with an autogenous dust ex- 
tract and catarrhal vaccine was administered. General 
measures were advised along with local treatment for 
relieving the nasal congestion. While she responded 
fairly quickly, it was surprising to note that the antrum 
in which the opening had closed stopped discharging 
first. 

Of course it is agreed that deviated septums 
must be resected after the allergic factors are con- 
trolled. It is sometimes necessary to remove 
nasal polypi for the patient’s immediate comfort. 
This can be done by the snare, or by surgical 
diathermy. Caustics should be used cautiously 
or not at all; allergic membranes are quite sen- 
sitive and a terrific reaction may be precipitated 
by such preparations. After the allergic factors 
are controlled, any other indicated surgery may 
be done. 


Diagnostic skin tests, as described above, are 
made on these patients. It has been noted that 
patients usually improve while the tests are being 
made. At the conclusion of these studics the 
patient is given instructions covering the follow- 
ing points: some general information regarding 
allergic patients; a discussion of the effect of 
change of temperature and of exposure to dust 
and irritating vapors and suggestions for avoid- 
ing them; a discussion of sensitivity to feathers, 
furs, animal epithelials, kapok, orris root, pyre- 
thrum and other miscellaneous antigens, with 
suggestions for avoiding contact; a discussion of 
the foods to which the patient reacted, a trial diet 
for a three weeks’ period and caloric tables with 
instructions regarding the caloric intake. These 
instructions are quite detailed, requiring seven 
to nine closely typewritten pages, and patients 
must follow them to the letter if they are to 
obtain successful results. At the end of the 
three weeks trial period, the patient starts adding 
other foods to his diet. Ordinary foods, such as 


; : 
4 
lif 
| 
ar 
3 
{ 


650 


tomatoes and lettuce, are given four days’ trial, 
the patient being instructed to take liberal por- 
tions daily; if there are no symptoms during this 
four-day period, the food is then permanently 
included in the patient’s diet; if there are defi- 
nite reactions, the food is permanently elimi- 
nated; if there are indefinite symptoms, the food 
is eliminated and again tried at a later date. 
When adding wheat, milk, or eggs the patient 
is requested to use them liberally for a two 
weeks’ trial period. 

Last year Mrs. R. S. G. had a delayed reaction to 
whole egg and egg white. She was desirous of in- 
cluding egg in her dict. After eliminating egg (and 
other offending foods) for three weeks, she was al- 
lowed to add eggs for a trial period of two weeks. Dur- 
ing that time she used eggs in cooking and ate one egg 
daily. On the ninth day she had mild symptoms and 
on the tenth day severe symptoms. Eggs were perma- 
nently eliminated. She reported to the office four 
weeks ago; she is adhering to her diet and getting 
along well. 

It is, of course, understood that proper local 
and systemic treatment is given these patients 
while they are being tested and working out 
their diet. 

Some cases are so sensitive to dust that an 
autogenous dust extract is made for them and 
they are given desensitization treatment. If 
they are sensitive to orris root, it is included in 
their extract and they are instructed to use non- 
allergic cosmetics. Vaccines are administered 
when indicated. 


(111) REFRACTORY CASES 


The methods heretofore described take care 
of the great majority of cases, but some require 
further study. 

The first request is for a thorough general phys- 
ical examination with complete laboratory studies 
unless this has already been made. In study- 
ing these patients the close cooperation of a 
competent internist is essential. Improving the 
patient’s general condition will aid in improving 
the nasal condition. 

Removing foci of infection may result in re- 
markable improvement. However, I do not ad- 
vise tonsillectomy until I feel that the patient 
has eliminated contact with all allergens possi- 
ble. Many cases improve after tonsillectomy, 
but the literature contains so many reports of 
asthma’s being precipitated by surgery that I 
feel this precaution is wise. 

In considering dietary deficiencies the vita- 
mins must not be overlooked. For many years 
physicians have advised vitamins A and D to 
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raise the patient’s resistance to upper respiratory 
infections. Formerly, cod liver oil was pre- 
scribed, but now cod liver oil concentrates or 
haliver oil preparations are usually advised. 
These are quite satisfactory as long as the pa- 
tient is not sensitive to cod liver or halibut liver 
oil. Lewis'* recently told me of an asthmatic 
patient who had such a violent attack of asthma 
that a general anesthetic was necessary to con- 
trol it; this attack was precipitated by taking 
one globule of haliver oil. If the patient is sen- 
sitive to fish, it is advisable to prescribe vegeta- 
ble vitamin A and synthetic vitamin D. 

Montgomery has described “a violaceous 
tint” of the nasal membranes that suggests a 
gastro-intestinal disturbance. In the mild cases 
presenting this appearance, calomel is pre- 
scribed (unless the patient has a history of be- 
ing sensitive to mercurial preparations). Adults 
are told to eat only a bowl of thin soup with 
crackers for the evening meal, wait three hours 
and then take 3 capsules, one hour apart, each 
containing 1 grain calomel, 1 grain blue mass 
and 3 grains powdered rhubarb, followed by a 
saline the next morning. When taken in this 
manner, no patient has reported reactions. At 
times calomel is also prescribed in this manner 
when a patient has precipitated an attack of 
allergic rhinitis by dietary violations. 

Constipation is a troublesome factor. At 
times it is caused by the foods to which the 
patient is allergic and the patient is always 
pleased when relieved by proper diet. When the 
constipation persists, further study is necessary. 
If due to a spastic colitis the “smooth diet” is 
advised. If the patient gives a history of im- 
provement when eating fruit, bran or other foods 
containing cellulose, the following mixture is 
prescribed: one-half oz. dried senna leaves and 
one-half lb. each of dried figs, prunes and dates. 
The prunes and dates are pitted and the fruits 
ground up with a sausage grinder; the leaves 
are ground to powder and mixed thoroughly 
with the fruit. A small portion is taken each 
night before retiring. 

The importance of tobacco and alcohol must 
not be overlooked. In general, both have a 
more or less deleterious effect on all allergic 
patients and they are of great importance in. 
some cases. I have a patient whose nasal mem- 


branes show definite congestion and edema fol- 
lowing the consumption of a small amount of any 
alcoholic liquor. 

Endocrine disturbances may influence the pa- 
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tient’s condition and must be carefully investi- 
gated. Except in cases of derangement of thy- 
roid function, results have been disappointing. 
It is to be hoped that future investigation in this 
field will be of assistance. 

Biochemical changes must be studied. Jar- 
vis'S and his associates, and others, have re- 
ported encouraging progress in this field. 

When these measures fail, iontophoresis should 
be considered. Since Warwick’s'® work came to 
the attention of otolaryngologists there has been 
much discussion as to the value and advisability 
of this procedure. All of you are doubtless fa- 
miliar with this discussion ard th:re is no need 
of reviewing it. I will call attention to Smit’s'’ 
report on biopsy upon the human nasal mucosa 
{one specimen) one year after ionization. He 
reported: 

“Columnar epithelium which was ciliated in areas, 
the basement membrane was thickenei, submucosa was 
fibrotic and infiltrated by round cells. There was no 
apparent loss of glands.” 

It is preferable, where possible, to avoid tis- 
sue changes. It is my opinion that if patients 
can be relieved by the procedures outlined above, 
they are superior to iontophoresis. When these 
procedures fail, iontophoresis should be consid- 
ered and may be advised. 

Occasionally for economical reasons, ionto- 
phoresis is performed without these preliminary 
Studies. Under such circ:mstances I have re- 
luctantly resorted to this procedure, but do not 
consider it the ideal method. 


CONCLUSION 


In treating allergic rhinitis, each case must be 
stud‘ed individually. In determining the proper 
procedures, the stage of the disease and the 
economic status of the patient must be consid- 
ered. Great improvem:nt and even complete 
relief may be obtained by proper therapy. 
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DISCUSSION (Abstract) 


Dr. Frances B. Blackmar, Columbus, Ga.—I wish first 
to emphasize Dr. Jones’ statement about tonsillectomy 
in the presence of allergic rhinitis. The removal of 
tonsils not only does not permanently relieve allergic 
symptoms, but I have seen so many allergies increased 
after tonsillectomy that I remove these patients’ tonsils 
only after the greatest consideration and I take pains 
then to warn them that eczema and allergic nose symp- 
toms, especially in children, may advance to outright 
asthmatic attacks if the tonsils are removed. Likewise, 
in the nose, surgery does not give more than temporary 
improvement to allergic symptoms at the best and all 
too often the result is a combination of infection and 
alkrgy responsib'e for that hated statement, “once a 
sinus, always a sinus.” This does not mean the removal 
of polyps, but ethmoid, sphenoid and intranasal frontal 
operations, particularly rasping out the frontal duct. 
The diaznosis of sinusitis should be made with the 
greatest caution in allergic patients. In cases with 
symptoms caused by obstruction, I hav2 injected radio- 
paque oil into the antrum, demonstrating the practically 
complete obliteration of the lumen and a few days 
later the sinus has been opened and a perfectly normal 
mucosa has been found. The edema had subsided rap- 
idly following the use of iodized oil. On the other 
hand, transillumination has been negative and iodized 
oil has revealed sinuses hopelessly filled with polyps, 
later confirmed by op-ration. 

The nasal mucosa in allergic rhinitis shows a sur- 
prising variation in the praciices of various rhinolo- 
gists. In my own practice th: nasal mucosa is gen- 
erally abnormally pale in alergy, unless there is local 
infection in the nose. But Dr. Jones s:es most allergic 
noses as red and conzested. Both colors do occur and 
fortunately for the success of Dr. Jones specific attacks, 
those cases with red septa are, as he has described, ex- 
hibiting symptoms caused by exaggerated sensitivity to 
one or more substances. But in my practice I see 
more allergic cass with pale nasal septa. 

Dr. Jones mentioned dust as an antigen or irritant. 
It is surprising how many cases of allergic rhinitis 
are benefited by injections of dust extract (fungi pres- 
ent). The preparation of this extract can be made ex- 
tremely simple without sacrificing any effectiveness. 
Several handfuls of lint are removed from anybody’s 
vacuum cleaner and covered with equal parts of saline 
and glycerine and allowed to stand overnight. Next 
morning the fluid is poured off and turned over to 
the hospital laboratory, where it is first run through 
a coarse and then a Berkefeld filter. Two negative 
cultures are obtained and one part of a dilute mercury 
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antiseptic added for each nine parts of filtrate as a preser- 
vative. This is given intradermally in ascending doses, 
avoiding reactions. Strange to say, with the use of this 
extract in those patients who are benefited I have seen 
the nasal mucosa shift in color from pale and edematous 
to a firm consistency free from edema and actually 
presenting the first stage of redness. 

In my pale septum cases fruit juices furnishing citrates 
cause prompt difficulty in spite of the citrus growers’ 
propaganda. Lay agencies have firmly convinced the 
public that foods should be divided into good and 
bad and meats are bad and fruits and vegetables are 
good. I usually go to considerable pains to tear down 
this false idea. 

Dr. Jones speaks of the helpfulness of mercury in 
allergy. My experience entirely agrees with his on this 
point, although with mercury I also group other metals, 
such as iron, arsenic and bismuth and, although it has 
no place in this discussion, I use sulphur as their an- 
tagonists for red septum disturbances. Castor oil is 
extremely beneficial in allergy and should be used after 
meals instead of before to promote absorption of the 
oil. Naturally if purgation is desired larger quantities 
are necessary when thus given. 

In closing, I wish to say a word on ionization. Since 
it seems to me that the good effects of this procedure 
seldom last more than a month, it is best suited to 
seasonal hay fever where the antigen will probably have 
disappeared by the time the nose has recovered from 
the effects of the treatment. 


Dr. E. W. Rucker, Jr., Birmingham, Ala—For the 
first twenty-five years of my professional life, I tried 
all the usually accepted treatments for this condition 
with varying results, mostly bad. 

My experience with skin testing and desensitization 
has been with the work of others, as I have never done 
this myself, feeling that to get the best results one 
should be especially trained in this line. Many of my 
patients have already gone through this prior to con- 
sulting me, needless to say without the desired results. 

I recognize that environment and climate change the 
clinical picture, but I did not know there was such a 
difference between Mississippi and Alabama. Dr. Jones 
sees far more red mucous membranes in his cases than 
pale, while with me it is the reverse. When I see a 
red membrane there is nearly always an underlying 
pallor with an infection superimposed on the allergy, 
or perhaps the people of Mississippi consume more sugar 
than we do in Alabama, for an excess of sweets surely 
will make a red wet nose. 


The imbalance of the autonomic nervous system is 
the underlying cause of the trouble, and our efforts 
must be directed toward its correction. These patients 
are in great need of chlorides, therefore dilute hydro- 
chloric acid, in my opinion, is the foundation stone 
upon which we should build our defenses. The size 
of the dose is determined by the case. I usually start 
with ten drops given on an empty stomach four times 
daily. The dose can be stepped up on those days in 
which the symptoms are more severe. Suprarenal con- 
centrate, thyroid daily and insulin, units 3, three times 
weekly, are wonderful adjuncts to the hydrochloric 
acid. 

Many of these patients will have a subnormal tem- 
perature, pulse and respiration, low systolic blood pres- 
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sure, and many also have a low metabolic rate. They 
tire easily and have low physical endurance. Even 
though the metabolic rate is not low in this class of 
patient, if the other phenomena are present, thyroid 
should be given with careful observation of the pulse, 
temperature and blood pressure. 

The insoluble starch of the wheat is poorly handled 
by these individuals, therefore should be prohibited, and 
rye and corn substituted in their place. 

Orange and its juice are not tolerated. In fact, I have 
had a few mild cases that were relieved entirely by 
withdrawing orange from their diet and substituting 
other juices in its place. 

The sweets from cane sugar are reduced, or with- 
drawn, and the products of corn and maple sugar used 
in its place. 

Protein food should be obtained from fish, chicken, 
the internal organs, such as liver, kidney and heart, 
rather than the muscle meats; also meats in which salt 
is used as a preservative, such as bacon and ham, are 
well borne. All forms of nuts are usually well handled; 
most of the fruits and vegetables are allowed. When- 
ever any particular food is known to cause trouble, 
such as shrimp or crab meat, this is, of course, with- 
drawn. The sodium chloride content of the food is 
greatly increased and where the calcium is low, calcium 
chloride is given. 

Dr. Jarvis has observed that these patients have an 
alkaline urine and acid saliva when tested with nitrazine 
paper. When he can shift the urine over to slightly 
acid and saliva to alkaline, they become clinically free 
from symptoms. So far, my limited experience with this 
test seems to bear him out. 

Constipation is a frequent source of trouble. The 
nasal symptoms are always exaggerated when there is 
not a free bowel movement, but fortunately the hydro- 
chloric acid, since it carries on the digestion further, is 
a great aid to elimination. So is the thyroid. If fur- 
ther assistance is needed, I give an oil made from corn. 

These unfortunate people must ever be on the alert, 
for if they go back to their old way of living and 
eating, they get into trouble again. 


Dr. Jones (closing) —Both discussers have mentioned 
that in their practice the allergic cases customarily 
showed a pale membrane and have commented on my 
remark that most of these cases had red nasal mem- 
branes. 

It is apparent that I did not make myself clear. I 
made a distinction between perennial hay fever and al- 
lergic rhinitis. It may be a distinction without a dif- 
ference, but I classed those cases whose primary symp- 
toms were sneezing and rhinorrhea as perennial hay fever 
and eliminated them from consideration. The other 
cases I designated as cases of allergic rhinitis and in 
these cases I find the red nasal membranes predomi- 
nant. In the cases of perennial hay fever the nasal 
membranes are almost universally pale. 

Regarding the treatment of sinusitis, I have frequently 
noted that the sinus infection clears up by symptomatic 
nasal treatment under the regime suggested. 

I think the Doctor is right, in that part of the effec- 
tiveness of dust extract is due to the fungi contained. 
However, there are other constituents of house dust 
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that are equally valuable and for that reason a dust 
extract is preferable to a fungus extract. 

I have read elsewhere that these patients do better 
when citrus fruits are eliminated. 

In all pale membrane cases I have routinely used 
dilute hydrochloric acid, prescribing 20 minims in a 
glass of water through a straw during meals. I did not 
before know that hydrochloric acid had any benefit 
in constipation, but if it has I should be glad to 
use it. 


VESICO-VAGINAL FISTULA* 


By NEtse F. Ockersiap, M.D. 
and 
HyacMar E. Carison, M.D. 
Kansas City, Missouri 


For the past 400 years medical writers have 
concerned themselves with the subject of vesico- 
vaginal fistula. There can be no doubt, how- 
ever, that this disorder has existed as long as 
mankind. All progress in its cure has been made 
in the last 75 or 80 years. It was this operation 
that really started the specialty of gynecology. 

The surgeons of the world did not accept the 
doctrine of antiseptic technic for more than 25 
years after Marion Sims’ time. It is quite re- 
markable, therefore, that without any knowledge 
of bacteria Sims recognized that cleanliness was 
a prerequisite to success. Sims states that while 
there had been an occasional case cured by su- 
ture, the methods of treatment in vogue before 
1852 were: 

(1) Various devices to plug the hole. 


(2) Silver nitrate or cautery in the very small 
ones. 

(3) Suture. 

If all of these measures failed, the woman 
was condemned to a life of isolation for obvious 
reasons. Gustave Simon, in 1855, devised the 
operation of colpocleisis, or a closure of the 
vagina, so that it becomes an accessory pouch 
to the bladder. That this was not a satisfactory 
disposal of the problem is perfectly plain. Al- 
most all of the principles enunciated by Sims had 
been put forth by others before him. It was 
his very persistence in overcoming all difficul- 
ties and being able to effect a great number of 
cures that focused the attention of the medical 


*Read in Section on Urology, Southern Medical Association, 
Thirty-Second Annual Meeting, Oklahoma City, Oklahoma, No- 
vember 15-18, 1938. 


OCKERBLAD’ AND CARLSON: VESICO-VAGINAL FISTULA 653 


world on him. The principles emphasized by 
Sims were: 

(1) A thorough cleansing of the vagina to 
free it from urinary salts and infection. 

(2) Paring of the edges of the fistula. 

(3) The utilization of silver wire as suture 
material. 

(4) The diversion of the urine by means of 
an indwelling catheter made of silver. 

(5) An adequate exposure by means of a spec- 
ulum, position of the patient and light on the 
operative field. 

In the intervening 75 years some improve- 
ments in the above principles have been made, 
but no really new principles suggested. 

A thorough cleansing of the vagina to free it 
from urinary salts and infection is the first step 
in a successful operation. There are various 
ways of accomplishing this. There are no very 
essential changes or improvements since Sims’ 
time. 

As for paring or freshening the edges of the 
fistula, it was not until 1894 that a constructive 
modification was made in this feature. In that 
year Mackenrodt published an article in which 
he showed that it was easy to separate the vaginal 
wall from the bladder and that when this partial 
mobilization of the bladder was effected it greatly 
increased the chances for a successful closure 
of the fistula. The utilization of silver wire for 
suture material was a master stroke, and, indeed, 
Sims was not aware of the full significance of his 
good fortune in this selection. He merely 
thought that his extremely satisfactory results 
with this material were due to the supportive 
action of the wires on the silver bars. He was 
completely ignorant of the fact that silver in it- 
self was antiseptic. 

As for the importance of diverting the urine, 
Sims states in his 1852 article that even one drop 
of urine penetrating the layers of the wound 
would cause failure. To divert the urine he 
tried long sponges only to find that they col- 
lected calcareous material and made a bad mat- 
ter worse. He hit upon the idea of a curved 
self-retaining silver catheter. Various writers 
have called his catheter a block tin catheter, 
but Sims, in his 1852 article, says nothing about 
block tin, but specifies silver as being the ideal 
material. Other surgeons before his time recog- 
nized the importance of diversion of the urine. 
Some solved it by a suprapubic cystotomy or 
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suprapubic puncture and strangely enough this 
method is still advocated by some. 

As for the importance of adequate exposure, 
Sims was among the first to do something about 
it. His Sims’ position was the best until the 
newer operating tables made it possible to 
“break” the patient and get a still better ex- 
posure. Sims found, as many of us agree to- 
day, that it is much easier to operate with the 
patient’s face downward and have the field down 
in front than to try to work with the patient on 
her back in the lithotomy position. His specu- 
Jum was very useful in holding the vagina open. 
His crowning touch was to place a large mirror 
near the window and reflect direct sunlight into 
the operative field. 


Various new operations for the cure of vesico- 
vaginal fistula have been suggested from time 
to time. Trendelenburg first suggested the trans- 
vesical method, and Young, of Baltimore, was 
the first to perform such an operation. This 
method has been used with considerable success 
in some cases, as has also the transperitoneal 
approach. Transplantation of the ureters to the 
sigmoid without cystectomy has been advocated 
and carried out in a number of instances of so- 
called inoperable fistulae. It must be remem- 
bered in this connection that what may be con- 
sidered an inoperable fistula by one surgeon is 
curable by another more experienced and more 
skilled in this type of surgery. 


Other great names connected with the solution 
of the problem of vesico-vaginal fistula besides 
Sims are Emmett, Mackenrodt, Trendelenburg, 
Kelly, Mayo and Ward. Each of these made 
valuable contributions. It is quite usual for 
medical writers to dwell on the difficulties of 
the operation for vesico-vaginal fistula, but as 
a matter of truth the closure of all but the 
larger ones is comparatively easy for the surgeon 
who has studied the problem. It is a deplorable 
fact that all too many surgeons undertake this 
operation without adequate knowledge of the 
principles involved and with the hope that some- 
how they can muddle through to a successful 
conclusion. Failure in such a case is to be ex- 
pected. Unfortunately, the best surgeons are 
often handicapped by having to operate upon 
patients who have been operated upon as many 
as seven to ten times previously. The surgeon 
who does the first operation upon the unfortu- 
nate woman has the best chance of a cure. It 
commonly happens that after each inept at- 
tempt at closure the fistula gets bigger instead 
of smaller. 
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Sims, in 1852, stated that the greater number 
of cases of vesico-vaginal fistula seen in his 
day were due to long and difficult labor. He 
felt sure that this produced a shutting off of 
the blood supply to a portion of the bladder and 
vaginal wall impinged against the symphysis. 
He believed that the use of forceps to deliver 
the baby was a factor in lowering rather than 
raising the incidence of vesico-vaginal fistula. 
Sims stated that there were only a few other 
causes of vesico-vaginal fistula, such as a pes- 
sary which eroded through into the bladder or 
a bladder stone which eroded through to the va- 
gina, and as a terminal event in cases of carci- 
noma. Counseller, in 1937, states that difficult 
parturition is now a minor cause, the major cause 
being operations on the pelvic organs, cancer 
or its treatment with radium or cautery. Phaneuf 
reviewed his last 10,000 gynecological cases and 
found 10 cases of vesico-vaginal fistula, an in- 
cidence of one case in each 1,000 gynecologic 
cases. 

We are reporting on 23 cases done in the past 
20 years. The causative factors fall readily into 
four groups. 


(1) Those due to difficult parturition................ 11 cases 
(2) Those due to operations on the pelvic or- 

gans 5 cases 
(3) Those caused by malignant disease or its 

treatment by radium : 6 cases 
(4) Other inflammatory diseases, lymphogran- 

uloma inguinale 1 case 


Less than 50 per cent of the total number were 
due to difficult labor. Forceps delivery was as- 
sumed to be the cause in 7 of these cases, but 
Sims pointed out that forceps delivery actually 
lowered the incidence of fistula, so it is probable 
that the damage was done before forceps were 
applied. All eleven of these cases had pro- 
longed labor. In the 4 who did not have forceps 
delivery the cause was undoubtedly pressure 
from the difficult labor. 

In Group 2 we have 5 cases, all following op- 
erations. In doing a hysterectomy the surgeon 
may pare the tissue too thin, thus interfering 
with the blood supply. Grasping wildly for 
bleeders with an Ochsner clamp where one cannot 
see the source of the bleeding may be a cause 
of fistula. More careful work on the part of 
the surgeons in this field would no doubt lower 
the incidence of this accident still further. 


In the third group we find six cases due to 
malignant disease. In one of these cases the 
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cause was an operation on the malignant disease 
of the uterus. In such a case the surgeon is 
not to be blamed for whatever happens, for he 
must be radical in his work to hope to accomplish 
anything like a satisfactory result. In two of 
these six cases the cause was the application 
of radium to a carcinoma of the cervix. Here 
' again the dosage must be sufficient to cure the 
cancer or at least cause its recession. The re- 
maining two cases are of considerable interest, 
because one was 25 years old and one was 64 
years old. Each of these women had a malignant 
papilloma of the bladder. In the case of the 
young woman there appeared in her bladder a 
flat malignant growth 4 centimeters by 2.5 centi- 
meters. This was excised with a cautery through 
a suprapubic approach and radium seeds were 
inserted into the edge of the tumor. In four 
days the vaginal wall sloughed out and the 
large fistula resulted. The fistula was success- 
fully closed on the second attempt. This patient 
is alive and in good health 13 years later. The 
older patient (64 years old) was seen in another 
city three years before we saw her. A diagnosis 
of extensive papilloma occupying the base of 
the bladder was made. In this case the surgeon 
elected to place a large number of radium ema- 
nation seeds under the growth in the bladder, 
inserting them through the vaginal wall. The 
growth receded, but three years later it returned. 
Complicating the return of the cancer was a 
series of fistulae between the bladder and the 
vagina. Each fistula represented the tract of 
implantation of the radium seeds. We learned 
how not to implant radium seeds from this case. 
In the fourth group there was only one case. 
This was a negro woman who had a lymphogran- 
uloma inguinale which had perforated the blad- 
der. Unexpectedly this was cured by operation. 
A case of spontaneous closure of a fistula due 
to tuberculosis has been reported by Ravich. 


TREATMENT 


The first work on vesico-vaginal fistula was 
done by general surgeons, and, as has been stated, 
the specialty of gynecology arose out of, one 
might say, this one operation. In a few of the 
larger teaching centers in this country the gyne- 
cologists developed their own female urologists, 
and thus ask for no consultation on diseases and 
lesions relating to the urinary bladder in women. 
Practically all the newer institutions established 
both gynecology and urology concurrently. In 
such institutions these two specialties developed 
mutual respect for each other. It comes about, 
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then, that the operation for the repair of vesico- 
vaginal fistula is not, in fact, handled exclusively 
by the gynecologic surgeons. 

The urologists are quite familiar with surgery 
of the bladder, so it is very natural that the 
public, as well as the referring physician, should 
turn to the urclogists in cases of vesico-vaginal 
fistula. There are many problems connected 
with diverting the urine, the placing of ureteral 
catheters, and the after-care that are distinctly 
within the province of the urologist. Further- 
more, in most institutions urological consultation 
is sought in all cases of very large vesico-vaginal 
fistula. It has come about, then, in certain quar- 
ters that the urologists now see as many vesico- 
vaginal fistulae as the gynecologists. 

Referring again to the five principles enun- 
ciated by Sims: the cleansing and sterilization of 
the operative field is very important. To remove 
calcareous debris we use hot douches of 1 per 
cent acetic acid solution. This effectively re- 
moves not only the calcareous deposits, but also 
destroys B. pyocyaneus which is almost always 
present. Douches are done twice daily. Fol- 
lowing the douches the vagina is dried and a 
long uterine pack soaked in metaphen in oil is 
applied. These packs are changed twice a day. 
In the average case the field can be prepared 
in 3 or 4 days. In difficult or very dirty cases 
it may take two weeks or longer. We have found 
that this is the method that gives the best re- 
sults. The bladder must be cleansed also. Too 
prolonged attempts at sterilization may result in 
a lowering of the natural resistance of the vagina 
to infection. 

The second step in the procedure in order 
of importance is the diversion of the urinary 
stream. The urologists are, we believe, the only 
ones who make use of indwelling ureteral cathe- 
ters to divert the urine. We pass a ureteral cath- 
eter of number 7 size into each ureter before 
starting the operation. At the finish of the op- 
eration we leave a soft latex, whistle-tipped 
catheter in the urethra. We are well aware of 
the vagaries of ureteral indwelling catheters. 
Urine frequently leaks into the bladder, passing 
beside the ureteral catheter. The bladder cathe- 
ter will then take care of the small amount of 
urine that might otherwise accumulate in the 
bladder. 


We have used the vaginal approach in all 
cases but one. In that case we elected to do a 
uretero-intestinal anastomosis. There are some 
points in the operative procedure which need 
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particular emphasis. It is not enough to follow 
‘the dictum of Sims and simply pare the edges 
of the wound. Mackenrodt pointed out the im- 
‘portance of separating the vaginal wall from the 
bladder. We carry out that part of the opera- 
tion with great care. In very large defects this 
is a time-consuming and tedious procedure. It 
is worth every effort, for upon this part of the 
operation depends the ultimate success. If the 
operation is done in this fashion in every case, 
at least a part of the closure will heal so that 
the fistula is smaller instead of larger. It is 
not very important to avoid placing the rows of 
sutures one on top of the other. The cause of 
failure in such a case is not the placing of the 
rows of sutures, but allowing the space between 
the bladder wall and the vaginal wall to become 
filled with blood or serum. In order to avoid 
this, we carefully stop all bleeding and have a 
dry field before closing the vaginal flaps. Fur- 
thermore, a pack is placed in the vagina so that 
these layers are kept closed and in apposition by 
pressure. 

The suture material is important. We use 
fine chromic on atraumatic needles to close the 
bladder wall. Care must be taken not to allow 
the stitches to penetrate the bladder mucosa. 
An inverting type of stitch must be used. As 
many as three rows of fine chromic stitches can 
be taken in the bladder wall if the blood supply 
is not interfered with and there is no tension 
required to get the margins of the bladder defect 
in apposition. To close the vaginal flaps we 
use fine waxed silk and sometimes fine silver 
wire as mattress sutures, placing as large an 
area of raw surface together as possible. It is 
important here to have no tension on the flaps. 
In this connection it is found that the ureteral 
indwelling catheters are a distinct aid in avoid- 
ing puncture or occlusion of the ureter by the 
suture. 

The position of the patient for operation is of 
great importance, particularly in the very large 
fistulae. At first we used the lithotomy position 
and worked upward. This we found to be awk- 
ward and fatiguing. We now use a modification 
of the so-called inverted Trendelenburg position, 
using a board between the knees to separate 
the legs widely. This resembles the old Sims’ 
position in many respects. The operator is 
seated. In several cases we made use of the 
Balfour retractor and found it a great aid. We 
have never found it necessary to use the various 
incisions, such as Duehrrsen’s and Schuchardt’s, 
to enlarge the vagina. Anything that will 
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stretch as much as the vagina need not be cut. 
A large spotlight is our substitute for Sims’ re- 
flected beam of sunlight. 


THE AFTER-CARE 


In operations on vesico-vaginal fistula the 
after-care is the most important part of the 
whole procedure. It is sadly true that one 
may do a correct and satisfactory operation 
only to have it fail because of the dumbness of 
assistants and nurses. 

Rules for the after care of vesico-vaginal fis- 
tulae: 

(1) The patient is placed face down in bed 
and kept in that position for three days. 

(2) The ureteral indwelling catheters and the 
urethral catheter must each be connected to 
separate bottles and the output of each measured 
and record kept. 

(3) These catheters must not be allowed to 
become occluded. Hourly irrigations of not 
more than 2 cubic centimeters of sterile salt 
solution to each ureteral catheter must be car- 
ried out. Not more than 10 cubic centimeters 
must ever be injected through the urethral cath- 
eter at a time and this must be done with very, 
very gentle pressure. 

(4) After 24 hours the vaginal pack and dress- 
ing must be carefully removed. Thereafter, 
twice daily, the vaginal dressing must be 
changed, using gauze soaked in metaphen in oil. 
On the fifth day, the ureteral catheters can be 
removed, and on the tenth day the indwelling 
urethral catheter can be removed. 

(5) The patient is kept on a low residue diet 
all this time. 

(6) The stitches can be removed and the area 
inspected in two weeks. Great care must be 
exercised in examining this area not to break 
open the line of healing, for it will not be very 
strong for three months. 

(7) The patient must be advised not to have 
sexual relations for at least three months. 


RESULTS 


In these twenty-three cases, six were abso- 
lutely inoperable. Two of the six died of carci- 
noma of the cervix. One died of carcinoma of 
the bladder. The remaining three still have 
carcinoma. There were seventeen cases operated 
upon. Fourteen patients have been discharged 


as cured. Of the three unhealed, one has been 
lost sight of, one has refused further operative 
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treatment and one is still under treatment, and 
we believe ultimately will be cured. 


SUMMARY 


The history of vesico-vaginal fistula has its 
roots in the dim past. Medical writers for 400 
years have concerned themselves with this prob- 
lem. No progress was made until Marion Sims’ 
brilliant work. What was once considered an in- 
surmountable surgical problem can now be man- 
aged by any good surgeon familiar with the prin- 
ciples involved. Hundreds of women through- 
out the world, who otherwise would be outcasts 
from society because of this defect, have reason 
to rejoice because of the progress in surgery in 
this field. In Marion Sims’ day vesico-vaginal 
fistula was almost exclusively due to prolonged 
parturition. In our time there has come about 
a reversal so that the majority of cases arise 
from surgical accidents or malignant disease. 
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DISCUSSION (Abstract) 


Dr. Clinton K. Smith, Kansas City, Mo.—I should like 
to emphasize the importance of the preoperative prep- 
aration, particularly the elimination of infections, or 
we might say the seasoning of the operative field. 


The crux of the surgical technic is in paring or fresh- 
ening the margins of the fistula in a symmetrical man- 
ner even at the sacrifice of some tissue; and the exact 
apposition of these margins in some manner to insure 
immobilization. Personally, I like interrupted silver wire 
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sutures best. I particularly remember a case in which 
I placed these sutures with Young’s boomerang needle 
holder, the sutures passing through into the bladder 
and out again with rather wide margin beyond the edges 
of the fistula. All during the convalescence I worried 
about the sieve which I expected as a result of the 
suture punctures. However, when they were removed 
I was happily disappointed and the occasion turned out 
to be one of the few cases in which I have been fortu- 
nate enough to get a primary successful closure of 
the fistula. 

I wish particularly to stress, as Dr. Ockerblad has 
pointed out, the absolute necessity of meticulous post- 
operative care if we would avoid the undoing of our 
carefully planned and executed operation. For myself, 
I have found only one way to accomplish this and that 
is by personal supervision. 


Dr. D. K. Rose, St. Louis, Mo—We have found that 
the indwelling ureteral catheter, in types of kidney pelves 
in which the pelvis itself is not a common draining 
basin for all of the calyces, is often unsatisfactory in 
that the catheter is introduced either into a superior or 
inferior long, narrow infundibulum leading to a “ham- 
mer-head” type of calyx. For example, should there be 
practically no pelvis and the calyces be divisions of the 
ureter, usually within the hilus, then the catheter may 
pass up one of these long divisions and block the rest. I 
have had such an experience and if there is any trouble 
it is well to do a pyelogram and determine the posi- 
tion of the draining eye, that is, whether the catheter 
is draining a receptacle which receives the drainage from 
all parts of the kidney. If this is not true, the com- 
plication is bleeding, increased pain and increased infec- 
tion due to the partial block. 


ORTHOPEDIC SURGERY AND THE 
SOUTHERN MEDICAL 
ASSOCIATION* 


By A. R. SHanps, Jr., M.D. 
Durham, North Carolina 


An analysis of the eighteen addresses of the 
past chairmen of the Section on Bone and Joint 
Surgery shows five to be of a general philosophi- 
cal character and thirteen of a scientific na- 
ture. In spite of the thirteen to five vote in 
favor of a _ scientific address, your present 
chairman doubts whether the majority opin- 
ion is the correct one. He believes there 
should be at least one paper on every program 
of a reflective and retrospective character in 
which the speaker thinks aloud the philosophic 
thoughts accumulated through his years of prac- 
tice for the enlightenment or amusement of his 


*Chairman’s Address, Section on Bone and Joint Surgery, 
Southern Medical Association, Thirty-Second Annual Meeting, 
Oklahoma City, Oklahoma, November 15-18, vg 

*From the Nemours Foundation, Wilmington, and 
Duke University School of Medicine, Durham, Nout 
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listeners. Perhaps this should be given by one 
of the older members of the group and not by the 
chairman or president. These addresses may be 
entirely worthless, but on the other hand they 
may furnish priceless criticism which will show 
us our work in a new light. 


A presidential address which falls into this lat- 
ter group has been given recently by Dr. Win- 
gate M. Johnson,?° of Winston-Salem, the past 
president of the North Carolina State Medical 
Society, entitled “Clinical Research in Private 
Practice.” Dr. Johnson began with a biblical 
quotation, 

“Let your light so shine before men that they may see 
your good works” (Matthew 5:16). 


In this address he showed that important medical dis- 
coveries have not always come from the great labora- 
tory with thousands of dollars’ worth of apparatus, or 
from the large hospital with hundreds of patients, but 
have been made by the family physician who has care- 
fully studied and followed his patients. He cited two 
outstanding examples, first in medicine, of James Mc- 
Kenzie, later Sir James, a general practitioner in a 
little village in Scotland, who, with his clinical ob- 
servations on the heart beat and pulse, became the great 
heart specialist of the day; and the second, in surgery, 
of J. Marion Sims, who, while busy with a large prac- 
tice in Alabama, kept, at his own expense, several negro 
slaves with vesicovaginal fistulae upon whom he op- 
erated. Finally, after the thirtieth operation on one 
of these, he was successful in curing the condition. This 
immortalized his name and, during the following years, 
he was invited to demonstrate his operation in surgical 
clinics in Europe and America. 

Whenever the account of a new discovery is 
published or a new type of operation involving 
new principles is described, the first thought 
most of us have is that the originator is either 
fortunate or a genius, but this is seldom true. 


Pasteur said, 
“Chance favors the prepared mind,” 


and it is the prepared mind which makes the 
new discoveries. 

Dr. Edward Martin, a late professor of sur- 
gery of the University of Pennsylvania, had as 
his motto for work, 


“The best is yet to come.” 


This should be a motto for us all. New dis- 
coveries and better operations in orthopedic sur- 
gery lie ahead. In the years to come we shall 
not be known by the amount of money we have 
accumulated or by the number of patients we 
have treated, but by what we have contributed 
to the progress of orthopedic surgery. 

It has been said that all specialties erect bar- 
riers about themselves. This should not be true 


with orthopedic surgery, and as Dr. Osgood!® 
aptly put it in his “Theology of Medicine,” 

“Tt should constantly strive to make paths running 
out in every direction from its own field. It should 
break down every barrier which interferes with the 
view of the whole domain of medicine.” 

We, as members of a medical specialty, have 
no trade secrets. Secrecy is not in our make up. 
We should endeavor to enlighten the general 
practitioner and the laymen as to the character, 
merits, and value of our work and for progress 
we must follow Dr. Wingate Johnson’s text, 
“Let your light so shine before men that they 
may see your good works.” With these few in- 
troductory remarks your chairman will delve 
into the records of our section, for it is thought 
apropos in the beginning of the twentieth year 
of our history to have a few reflective mo- 
ments on what your past chairmen have pre- 
sented in their addresses. 

Two points of historical interest regarding the 
organization of the section should be cited. (1) 
In 1919, thirteen years after the founding of 
the Southern Medical Association, at the Ashe- 
ville meeting, the late Dr. W. S. Baer, of Bal- 
timore, appeared before the Council of the As- 
sociation representing the orthopedic surgeons of 
the South. He asked that a section of ortho- 
pedic surgery be organized and that this sec- 
tion be allowed two one-half day sessions. The 
Council granted this request, appointed Dr. 
Baer the first chairman, and instructed him to 
appoint the other officers. The late Dr. E. S. 
Hatch, of New Orleans, was appointed the first 
vice-chairman; Dr. Willis C. Campbell, of Mem- 
phis, the first secretary. (2) At the Chatta- 
nooga meeting in 1922, Dr. W. Barnett Owen, 
of Louisville, who was then the chairman, rec- 
ommended that the name of the section be 
changed from “Section of Orthopedic Surgery” 
to “Section on Bone and Joint Surgery.” This 
change in name was accepted by the Council in 
1923. During this postwar period there was 
agitation among the younger orthopedic surgeons 
to have the name of the specialty changed from 
“orthopedic” to “bone and joint.” However, 
now, 16 years later, the name “orthopedic” is 
more firmly implanted in the minds of the med- 
ical profession and general public than before. 
Dr. Hodgson,® in his chairman’s address en- 
titled “The Significance of a Name,” in 1924, 
said, 

“We discarded the name ‘Orthopedic Section’ because 
it was not descriptive of our present work and its sig- 
nificance was misunderstood by the laity. We did well 
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to discard the name, but should maintain certain prin- 
ciples and practices of the older orthopedists. * * * 
If we * * * retain the high ideals of our predeces- 
sors, we shall prove worthy of our new name.” 


Your chairman believes we have proven worthy 
of our name. 


Dr. Baer,’ in 1920, gave an address on the 
“Past, Present and Future of Orthopedic Sur- 
gery.” He said orthopedic surgery 


“was called into being because of certain fundamental 
principles which the average general surgeon was either 
ignorant of or ignored. * * * The fundamental 
principles upon which it was based were an accurate 
knowledge of the mechanics of the human body and 
the proper application of mechanical principles in over- 
coming the deformities to which the human body was 
heir, either congenital or acquired.” One of the truest 
statements he made was that the orthopedic surgeon is 
required to have the human qualities of “patience, tact, 
perseverance and optimism,” and “if one had them not 
at the beginning of his career, he must acquire them or 
fail in his chosen field.” He lists the foundation stones 
of the specialty in the following order: pathology, anat- 
omy, medicine, general surgery, mechanics, neurology, 
pediatrics and roentgenology. He believes “it is the 
duty of the orthopedic surgeon, grounded as he is in 
mechanics, surgery and roentgenology, to treat fractures 
from the outset. For some time the public has recog- 
nized this fact and hospital recognition of it is now be- 
coming more general.” Great strides have been made 
in the treatment of fractures by the orthopedic surgeon 
since this was written 18 years ago. The orthopedic 
surgeons have been taking the lead in the teaching and 
treating of fractures so that the family physican, the 
public and insurance companies are becoming cognizant 
of the fact that the orthopedic surgeon is the one who is 
best prepared to handle these injuries. Another notable 
statement made in this paper was: “It is not hard to 
make a tree grow straight if we apply ourselves to the 
matter early. To us has been committed the framework 
of the human body. Let us begin with the children. 
* * * Prevention is more important than cure.” 


These remarks on prevention of deformity 
are most opportune at this time of renewed in- 
terest in the problems of the crippled child. 
Too much emphasis cannot be placed upon this 
phase of our work. As we know, the orthopedic 
surgeon, unfortunately, does not see the case 
early. He should teach and preach what should 
be done and can be done to prevent the develop- 
ment of crippling deformities. 

In 1921, the late Dr. E. S. Hatch of New 
Orleans, gave a very comprehensive talk on the 
“Limits of Orthopedic Surgery.” He said that 
the general public 


“is becoming more educated in surgical matters through 
newspaper and magazine articles and lectures, and is 
in many cases demanding orthopedic consultants of the 
family physicians rather than general surgical consult- 
ants.” It seems that the general surgeons believe the 
orthopedic surgeons are encroaching more and more 
upon their territory and field of work. Dy. Hatch be- 
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lieves that this “debated question can be settled only 
by time, the patients picking those surgeons, be they 
general or orthopedic, who give them the best functional 
results. It is only by doing the work that comes to us 
as carefully and conscientiously as we can that we can 
hope to put our specialty on a high plane and keep it 
there. The day when the laity and the medical men 
thought of orthopedists as being masseurs and brace- 
makers is past.” He further went on to quote a suc- 
cessful orthopedic surgeon of that day as saying: 

“What we as orthopedic surgeons should do, I be- 
lieve, is to standardize the importance of orthopedic 
surgery and recognize as orthopedic surgeons only those 
that have qualified under these standardizations.” This 
is what has happened today with the organization of 
the American Board of Orthopedic Surgery. There is 
no doubt that the time will come when only the quali- 
fied will be recognized as orthopedists. Dr. Hatch has 
very aptly said that an orthopedic surgeon must be a 
“mechanic, a surgeon, and a roentgenologist.” It is 
certainly true that a mechanical mind in one trained in 
surgery and roentgen ray interpretation makes the best 
orthopedic specialist. Quoting from Sir Robert Jones, 

“The orthopedic surgeon should be governed by sound 
surgical principles and not become entangled in detail. 
Function is his goal and he should know and be able to 
practice the best way of obtaining it. The operation 
means to him only the beginning of his problem and 
his most bri.liant operative exploit unless directed to a 
functiona! success should be a reproach.” 


It is certainly most unfortunate when a sur- 
geon looks upon a patient as only an operative 
problem. There is no specialty in medicine in 
which, from the beginning, the end results of 
surgery should be considered more carefully, 
with proper planning of the whole course of 
treatment, than in orthopedics. 


In 1922, Dr. W. Barnett Owen,’ of Louisville, 
read a paper on “The Future of Orthopedic Sur- 
gery in the South.” 


He emphasized the importance of the Orthopedic 
Section of the Southern Medical Association as a 
means of securing better contact between the gen- 
eral profession and the specialty, on the one hand, 
and between the public and the orthopedic surgeon on 
the other. “It is important,” said Dr. Owen, “that the 
general medical man should be shown what the ortho- 
pedic surgeon can do and also that the public be edu- 
cated, particularly those overseeing large industrial and 
social problems.” A very true statement was made 
when he said: “Frequently a crippled body is inhabited 
by a cripp'ed mind which completely fails in normal ad- 
justment to its environment, and in no field of medicine 
is tact, intelligent sympathy, discernment and a sound 
judgment of human values more essential.” Dr. Owen has 
said very opportunely that the orthopedic surgeons 
should present their problems before lay organizations 
more frequently than they do. He emphasized the fact 
that this “does not smack of personal advertising, but 
that this is service rendered to the orthopedic sur- 
geons in the South and their successors in the future as 
well as patients, crippled children and injured working 
men.” He recognized the importance of follow-up care 
in the treatment of orthopedic conditions, particularly 
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regarding physical therapy which has been neglected. 
The patient should not be left the excuse or the inclina- 
tion to turn to the cultist, quack, or the ill-trained 
masseur for the completion of the task. He went on to 
say that “we need orthopedic convalescent homes almost 
as much as we need tuberculosis sanatoria.” 


Your chairman believes that convalescent 
homes for the after-care of the crippled child 
are badly needed in nearly every community. 
Along with the building of convalescent homes 
there should be more comprehensive programs 
for the education and vocational training of the 
crippled child. In most of the European coun- 
tries the hospital, the convalescent home, the 
school with facilities for vocational training and 
the bureau for placement in work form a unit 
in the plan for the care of crippled children. 
This is the ideal. We, as orthopedic surgeons. 
should work for the uniform establishment of 
such units in all sections of our country. 


In 1923, Dr. Willis C. Campbell* gave a very 
scholarly address on “The Surgery of the Knee 
Joint.” 


He reported a series of 167 operations on the knee 
joint and emphasized the importance of making a cor- 
rect diagnosis which will lead to intelligent treatment 
and more favorable results. The impression in the 
minds of many doctors that “the knee joint should never 
be opened,” was probably due to the sequelae of joint 
surgery before the days of modern asepsis, at which time 
nearly every joint which was explored or opened became 
stiff. During the last 15 years since this paper was 
written, this impression has been greatly altered. Knee 
joint surzery has made marked progress and the results 
reported in clinics are uniformly better than ever be- 
fore. In his group of cases were included displaced 
semilunar cartilages, recurrent dislocations of the pa- 
tella, loose bodies, 55 arthroplasties of the knee, and 
other miscellaneous conditions. It is rather interesting to 
note that in the first 24 of the arthroplasties there were 
successful results in only 25 per cent of the cases. How- 
ever, with a modification of, and improvement in tech- 
nic, this percentage of good results was increased to 
83. His notable work on arthroplasties alone will give 
Dr. Campbell a permanent place in the orthopedic hall 
of fame. 


In 1924, Dr. Fred G. Hodgson,* of Atlanta, 
read a paper on “The Significance of a Name,” 
which has been referred to in the first part 
of this discussion. 


He spoke of the operating habit which a great many 
men have acquired as a result of the World War. Be- 
fore operating, four questions should be asked: 

“One, is it necessary; two, will the patient be im- 
proved sufficiently to justify it; three, can the same 
or better results be obtained by more conservative 
methods; and four, is there a possibility of doing harm 
or of increasing the patient’s disability ?” 

Perhaps there would be fewer mishaps in the practice 
of our specialty if deliberation were more careful be- 
fore surgery. Dr. J. J. Golub,?! Director of the Hos- 
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pital for Joint Diseases in New York City, at a recent 
meeting of the American Hospital Association suggested 
a plan to stop so much unnecessary surgery, namely, the 
organization of regional consultation boards which would 
serve persons regardless of income or status who had 
been advised to submit to surgery. He gave four rea- 
sons as causes of unnecessary surgery: 


“(1) unethical practices and the lure of larger fees, 
(2) the uncontrollable urge to operate, (3) haste in 
operating upon. non-emergency conditions, and (4) the 
surgeon’s personality traits.” 

We may now be in an historical period of 
the evolution of medical practice in our country. 
What changes the next few years will bring, no 
one knows. It is to be hoped that we will all 
reflect on Dr. Golub’s four reasons for unneces- 
sary surgery and that we will never allow ortho- 
pedic surgery to come to the point where such 
consultation boards are necessary. 


In 1925, Dr. Frank D. Dickson,® of Kansas 
City, Missouri, delivered an address on “Periph- 
eral Nerve Injuries Associated with Fractures of 
the Long Bones.” 


He reported 31 cases, in which were included 11 cases 
of Volkmann’s contracture associated with radial and 
ulna nerve injuries. Twenty-six of these cases were 
operative ones; in 18 of the ones operated upon within 
six months of the time of accident, 75 per cent showed 
a complete recovery. There were approximately three 
times as many nerve injuries in the upper extremity as 
in the lower. He believed that when a nerve injury 
had been diagnosed an early operation would give the 
best results and with a delay often unsatisfactory results 
and permanent crippling would follow. A most impor- 
tant point was made in his concluding statement: 


“Let us become accustomed to looking at a fractured 
extremity as an injured part, which is made up of 
muscles, blood vessels and nerves, as well as bones, and 
treat our fractures with the idea of securing, not only 
anatomical reposition of the fractured bone, but a 
properly functioning member.” 


Some of the worst results in fractures are in 
those instances in which the surgeon has thought 
only of the anatomical reposition of the fracture 
fragments. We should constantly remind our 
medical colleagues treating fractures not to for- 
get the muscles, blood vessels and nerves in the 
extremities and always to remember that a re- 
turn to normal function should be the goal in 
the treatment of all fractures. 


In 1926, Dr. E. Laurence Scott,’ of Birming- 
ham, read a paper on “Osteomyelitis of the Pel- 
vis,” in which he reported five unusual cases. 


He pointed out the large amount of destruction of the 
pelvis observed in the early stages of the disease, with an 
equally striking amount of repair that ensues after the 
proper care. He states that surgical drainage should be 
carried out only with palpable masses and that the less 
radical the surgery, the better for the patient. The differ- 
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ential diagnosis between malignancy and other bone tu- 
mors is important. He believed that especial attention 
should be given to the hip joint during the fulminating 
stages of the disease and for a sufficient time during the 
stages of repair to insure the least damage to the roof 
of the acetabulum and femoral head. 


The ideas on the treatment of these conditions 
. have changed little in the last 12 years. _ Per- 
haps we are now giving more attention to the 
conservative care and the building up of the 
general resistance of the patient before surgery. 
We certainly are appreciating the value of the 
staphylococcus and streptococcus antitoxins and 
toxoids more and more in the treatment of 
osteomyelitis. 


In 1927, Dr. R. Wallace Billington,’ of Nash- 
ville, read a paper on “Nerve Injuries Compli- 
cating Fractures.” 


He emphasized the importance of an early neuro- 
logical examination which should be repeated every 
few days to determine the extent and progress of the 
condition, if there were any question of a nerve injury. 
He believed that if, at the end of three weeks, there 
is a total loss of motor and sensory function and the 
muscles show the reaction of degeneration, the nerve, 
in most cases, should be explored without further delay. 
Proper physical therapy should be employed from the 
first. He further stated that even when partial or com- 
plete failure of nerve regeneration occurs function may 
be often improved or restored by the skillful use of or- 
thopedic operations and appliances. He reported a 
case of old radial nerve injury in which a successful 
tendon transplantation operation had been performed. 


In 1928, Dr. W. B. Carrell,® of Dallas, read a 
paper on “Leg Lengthening.” 


He reported twenty-one cases in which the tibia 
had been lengthened and seven cases of lengthening 
of the femur during the last two years. Six of this 
number had short legs due to infantile paralysis. The 
average increase in length obtained after operation is 
13%4 inches. He emphasized the importance of the post- 
operative care of the patient and the mechanical details 
of the procedure which was re-emphasized by Dr. J. Al- 
bert Key in the discussion. Dr. Carrell, in his introduc- 
tion, mad2 a very pertinent statement: 

“Too often we are prone to try out, in an imperfect 
way, some method proposed, and with poor results 
condemn it, when the ideas of the author were in no 
wise understood and were the author present he would 
never recognize the operation as the one he had planned.” 
This is true in the widespread application of new and 
worth-while operations and shows the importance of a 
thorough understanding of every new surgical procedure 
before it is employed. 


In 1929, Dr. J. S. Speed,?° of Memphis, gave 
a most outstanding scientific address on “Bone 
Grafts in Ununited Fractures.” 

He stated that the periosteum simply helps to 


effect vascular connections between the host tis- 
sues and the graft; otherwise there is no reason to 
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preserve this covering. Gradually the cellular elements 
of the bone graft undergo necrosis, the skeleton of the 
graft remains and the cellular elements are replaced by 
an ingrowth of the host bone. Callus from the host 
bone surrounds and incorporates the graft and becomes 
an integral part of the callus subject to the same physio~ 
logic changes as ordinary callus. The results of 120 
bone grafts for nonunion in the shaft of long bones over 
an eight-year period were reported. Solid union oc- 
curred in 92.5 per cent of this number. The forearm, 
tibia, humerus, femur and clavicle were affected in this 
order. There were 98 onlay grafts, 14 intramedullary 
grafts, 6 osteoperiosteal grafts and 2 inlay grafts. All 
of the onlay grafts were fixed with autogenous bone 
nails. This report of Dr. Speed’s should be studied by 
everyone who does bone graft surgery. It is a notable 
contribution from a clinic which, for years, has exerted 
a tremendous influence on the technic involved in the 
transplantation of bone. 


In 1930, Dr. George E. Bennett,” of Balti- 
more, gave a paper entitled “Review of the Op- 
erations for Recurrent Dislocation of the Shoul- 
der and a Report of Their Results.” 


In this paper he reviewed his experiences and those of 
others with various types of operations for recurrent 
dislocation of the shoulder. At this time he advocated 
an anterior reefing of the capsule of the shoulder, rein- 
forced with a strip of fascia lata. His results with this 
operation were good. This was before the Nicola op- 
eration (in which the tendon of the long head of the bi- 
ceps is put through a tunnel drilled in the head of the 
humerus) had been thoroughly tested. Since this time 
Dr. Bennett has become as much of an enthusiast for 
the Nicola operation as Dr. Nicola is himself. The results 
are uniformly excellent and there is no doubt but that 
this latter operation for recurrent dislocation of the 
shoulder has come to stay. 


In 1931, Dr. Oscar L. Miller,1? from Char- 
lotte, read a paper on “Massive Bone Grafts.” 


He reported 9 cases with very satisfactory results. 
Dr. Miller has very aptly made the following state- 
ment: 

“Where bone graft surgery is indicated the cases, by no 
means, fall into such simple classification that perfect 
end results may be expected to follow literal academic 
instructions. That is, successful conclusions of a case 
where a radical bone graft operation is required often 
calls for all the surgical acumen one can bring to bear 
and the surgeon may occasionally feel that he should 
have consulted the oracles in addition.” He further 
stated: “The rank and file of us who have not the turn 
nor possibly the facilities for modern research should 
concern ourselves with the thus far known principles 
of bone graft surgery and try to apply them.” Dr. 
Miller exemplifies the type of research physician signified 
in Dr. Wingate Johnson’s paper, “Clinical Research 
in Private Practice,” whose animate research objects 
are the human beings who come for treatment. He is 
a very close observer of people and patients from whom 
he draws his conclusions on the usefulness of the various 
operative procedures. 


In 1932, Dr. Allen F. Voshell,1* of Baltimore, 
gave undoubtedly the most scholarly of the scien- 
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tific addresses on “Progressive Pseudohypertro- 
phic Muscular Dystrophy.” 


This paper is a classic. He gave a beautiful his- 
tory of the disease, its classifications, theories of 
etiology, a discussion of the hereditary factors, the pa- 
thology, biochemistry and clinical features. He offered 
two new methods of treatment: one, the pilocarpine- 
epinephrine method, and the other the glycine method. 
Fourteen cases were treated by the former method. In 
some the results showed improvement, and in others 
the disease was held stationary. He believed that gly- 
cine gives food to the muscles by replacing the lost cre- 
atine, while the pilocarpine-epinephrine stimulates their 
autonomic nerve supply. The combination of both of 
these methods is the most advisable form of treatment. 
He emphasized the point of not putting the patient to 
bed because activity stimulates the muscles and is essen- 
tial to maintain function. Sixteen complete case re- 
ports are given. Dr. Voshell believes that further re- 
search is necessary on the phosphocreatine metabolism 
for a better understanding of muscle physiology. It is 
strongly urged that everyone read this paper who is in 
any way interested in this problem. 


In 1933, Dr. J. Albert Key,' of St. Louis, in 
his usual delightful, scientific and emphatic way, 
gave a talk on “Personal Futile Attempts to Prove 
the Infectious Origin of Chronic Arthritis,” 
which covers a study of arthritis over a 13-year 
period. 


He made attempts repeatedly to obtain a strep- 
tococcus from the blood, joint fluid, and joint 
tissues of arthritic patients, but without success. 
The results of his experiments led him to doubt 
the theory that chronic atrophic arthritis is caused 
by the streptococcus. The work of Cecil, Nichols 
and Stainsby on the blood was checked in 25 patients 
and the work of Forkner, Shands and Poston on syno- 
vial fluid was checked in 25 patients without obtaining 
streptococci in either instance. The synovial membrane 
and subsynovial tissues were studied and cultured in 
10 patients with the same negative results. Animal ex- 
periments using streptococci in attempts to create ex- 
perimental chronic atrophic arthritis in no way sug- 
gested that this was a causative agent. Certainly no 
more conclusive demonstrations of the infectious origin 
of chronic arthritis have been given since this report 
was made. However, in spite of Dr. Key’s negative re- 
sults, many laboratories have been able repeatedly to 
obtain streptococci in sufficient numbers from the blood, 
joint fluid and joint tissues of patients with chronic 
atrophic arthritis to lead your Chairman to believe that 
there is an infectious origin of this disease, with the 
streptococcus being the most likely etiological organism. 


In 1934, Dr. H. Earle Conwell,’® of Birming- 
ham, reported five cases of syphilis of the clavi- 
cle. 


The unusual location of this bone syphilis was the oc- 
casion for this report. The incidence of syphilitic skeletal 
involvement was given as from 1 to 7.5 per cent. Diag- 
nosis in these cases was made on the history of the case, 
x-ray studies, Wassermann tests and reactions to 
antiluetic treatment. Differential diagnosis is to be made 
from malignancy, tuberculosis, chronic osteomyelitis and 
Paget’s disease. All five cases reported responded to 


antiluetic treatment. Dr. Conwell’s report is a nice ad- 
dition to the literature of the subject, especially in 
these years of venereal disease campaigns. 


In 1935, Dr. J. Warren White,’® of Green- 
ville, South Carolina, read a paper on ‘Well 
Leg Traction as an Aid to the Correction of 
Some Stereotype Orthopedic Deformities.” 


This presentation was stimulated first because this 
method had proven so useful in his own hands 
and second because so little emphasis had been 
placed upon it in the writings of orthopedic surgeons. 
An apropos statement made in the introduction to this 
paper was: 


“An enthusiastic surgeon frequently is tempted to 
load up with a lot of attractive looking, expensive equip- 
ment such as the recently devised forearm extension 
apparatus which he would find is largely unnecessary 
if he thoroughly appreciated the mechanical principles 
involved. When he finds the apparatus clumsy and 
difficult to manage he is inclined to abandon the whole 
idea rather than to recognize the value of the radial half 
pin and the ulna transfixing pin, incorporated in sepa- 
rate plaster segments as an invaluable method of con- 
trol without the rest of the equipment.” 


He gives credit to Dr. Michael Hoke, of Atlanta, 
for first describing the principles involved in, and dem- 
onstrating an apparatus for, well leg traction. Dr. 
Thornton, in his publications, has referred to this well 
leg traction apparatus as “the Hoke plaster traction 
apparatus.” Its greatest advantage, Dr. White has said, 
is the complete safety in mobilization of the patient 
without disturbance of the traction. This author’s 
unbounded energy, with a mind full of original ideas, 
is well known to his associates and this paper ably 
demonstrates his ability of adapting a form of treat- 
ment to the needs of the situation. 


In 1936, Dr. Robert W. Johnson,’ of Balti- 
more, presented a philosophic paper on “The 
Frontiers of Orthopedic Surgery.” 


One of the most important points in this paper was 
the designation of certain frontiers upon which we are 
vulnerable; chief of these are the therapeutic agents 
which we use, exclusive of surgery. There is no doubt 
that most orthopedists are more interested in the 
surgical phase of their specialty than in the other 
phases. These others are just as important and with 
their neglect great harm is done the specialty. A 
knowledge of mechanotherapy, including the making 
of braces and splints, is something few of us possess. 
There are few real mechanics in the specialty today, 
whereas in the early days most of the orthopedists were 
real mechanics and many could actually construct their 
own braces. We are inclined to turn over the problems 
of heat, massage, special exercise;, hydrotherapy and 
electrotherapy to the physical therapist with little or 
no direction as to what should be done. This is all 
wrong. We should not only direct their plans for 
treatment, but should also closely observe the patients 
during treatment. 

The creative workshop we have never taken up 
properly in this country, and as Dr. Johnson said, “It 
is our duty to initiate and foster this widely neglected 
form of therapy.” He has very wisely emphasized the 
importance of the education of the public to the use 
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of cripples in trade and industry and to giving employ- 
ment in those jobs that they can do better than their 
normal but untrained competitors. Sales resistance to 
giving a cripple a job must be broken down. ‘“‘Let us 
develop the habit of trying to see the whole panorama 
of this job which is ours—healing and rehabilitation of 
the cripple, for only in this way can we learn to keep our 
proper balance and also experience the full satisfaction 
that our work can afford.” 

He has very sagely remarked on the editorial selection 
of scientific papers for journals, making an appeal for 
more exacting censorship, publishing only those papers 
which are worth-while. He also emphasized the point 
that the fear of formal publication of a paper detracts 
from its frank presentation and freer discussion, and 
definitely robs a meeting of its spontaneity and interest. 
He urges that more meetings be of an informal char- 
acter without publication of their contents. This paper 
is undoubtedly one of the best of the addresses of philo- 
sophic pattern pertaining to orthopedic surgery, and your 
Chairman is impressed by the truth contained in his 
statements. 

Last year Dr. Guy A. Caldwell,!® then of 
Shreveport, now of New Orleans, read a paper 
on “The Management of Compound Fractures.” 

He appealed first for an accurate history and 
careful inspection of the wound at the time of 
accident, after which shock and hemorrhage should 
be treated immediately with the necessary debride- 
ment and a simple excision of the margins of the 
wound. Reduction of the fracture through the wound 
should be done only in simpler cases. Internal fixation 
with screws and plates has a very limited field of appli- 
cation. The debatable point of whether or not to su- 
ture the wound is discussed and it is stated that it is 
never altogether safe to close the wound. All dressings 
should be loosely inserted. The type of splint to be 
used should be left to the judgment of the surgeon 
treating the case. Anyone writing on compound frac- 
tures should certainly review this article, as the whole 
subject is most beautifully presented. 

In conclusion, it can be rightly said that the 
addresses of the former chairmen form a group 
of papers to which any section or society could 
point with pride. Our section meetings have 
always been characterized by well rounded pro- 
grams on both fracture ard orthonedic subiects, 
with informal, frank and spontaneous discus- 
sions. With such distinguished invited guests, 
in the past years, as Brackett, Osgood, Hibbs, 
Henderson, Ryerson, Gill, Kidner, Kanavel, 
Kessler, and this year Schrock (for the second 
time) it is needless to say that the guest speak- 
ers have added greatly to our sessions. We 
hope we have gained the respect of our col- 
leagues and, if so, the future cannot help but hold 
a more and more important place for orthopedic 
surgery in the Southern Medical Association. 
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INJURIES TO THE EXTREMITIES* 


By Georce O. Eaton, M.D. 
Baltimore, Maryland 


In any discussion of the treatment of fractures 
or other injuries of the extremities due to auto- 
mobile accidents, it is nearly impossible even to 
mention all the important points that should be 
discussed. Certainly the most important item 
in the treatment of the patient is an immediate 
and painstaking complete examination to locate 
and identify all injuries present: immediate, 
because treatment must await diagnosis, and 
painstaking because serious injuries are not nec- 
essarily apparent on superficial examination. 
Prompt treatment pays worth-while dividends in 
the form of good results. When a person is seri- 
ously hurt, there are usually multiple injuries. 
Careful examination discloses all injuries and 
identifies the major injury to which treatment 
should first be directed. 


Careful examination of injured extremities will 
also lead to recognition of nerve injuries ac- 


*Read in Section on Surgery Symposium on Automobile Injuries, 
Southern Medical Association, Thirty-Second Annual Meeting, 
Oklahoma City, Oklahoma, November 15-18, 1938. 
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companying fractures, dislocations, and soft tis- 
sue wounds, and again, the more prompt the 
recognition, the more successful the treatment. 
The treatment of shock, if present, takes prece- 
dence in all cases. 


In the absence of moderate or severe shock, 
examination is not complete until x-rays have 
been taken of all suspicious areas. In the ex- 
tremities two views, anteroposterior and lateral, 
should always be taken. Single views cause 
many fractures to be overlooked No one should 
trust his judgment if x-rays are available; also 
the film is much superior to the practice of 
checking with a fluoroscope, to rule out fracture. 


Immediate splenting or immobilization of frac- 
tures constitutes a very definite measure to com- 
bat shock. In addition to combating shock, it 
helps to limit swelling about the unset fracture. 
The swelling which accompanies fractures is 
chiefly due to oozing or hemorrhage from the 
fractured fragments or torn soft tissues. Re- 
duction of the fracture prevents further bleed- 
ing; immobilization without setting lessens the 
activity of the bleeding. 


The postponement of active treatment of a 
fracture because of swelling is not based on 
sound reasoning, as the best way to control and 
limit bleeding is to set the fracture. When over- 
riding is present and allowed to remain for 
twelve or more hours, muscles and particularly 
fascial layers contract and shorten again, adding 
difficulties to the problem of reducing the frac- 
ture. This is well illustrated in cases of frac- 
tured femurs with overriding. If traction of 
some type is applied within an hour or two of 
the time of fracture, full and normal length is 
easily obtained; whereas, if the fracture re- 
mains untreated until the physician finds time 
to apply traction, perhaps some time the next 
day, regaining of the full length is obtained 
slowly with very strong traction or not obtained 
at all. An hour’s work at 2:00 a. m. often 
saves the physician and the patient many days 
of worry and frustration. Open reductions of 
femurs would seldom be necessary if traction 
were applied promptly on admission of the 
patient. Even severe shock does not prevent 


application of temporary traction. 


Compound fractures demand more surgical 
judgment than do simple fractures, if they are 
to be handled successfully. It is often impor- 
tant to decide whether they are compounded 
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from without or from within. If the fragment 
ends were forced far out of the wound, were 
they forced through clothing, into the ground, 
or into street dirt? We divide all compound 
fractures into two classes: those with small punc- 
ture wounds and those with extensive laceration 
of soft tissue. The dividing line between the two 
must be left up to the individual surgeon. In cases 
of small puncture wounds, simple aseptic and 
antiseptic measures will often suffice. When 
extensive lacerations of the soft tissue charac- 
terize the compound fracture, an immediate 
major operation of debridement, usually with 
open reduction of the fracture, is indicated. 


In cleaning up a compound fracture the use 
of tincture of green soap, plenty of water and 
a scrubbing brush are ideal as a prophylactic 
measure against infection. Mechanical irriga- 
tion of the wound with saline is excellent as a 
follow-up, and of all the antiseptic solutions now 
in popular use we prefer tincture of iodine. We 
believe debridement should be conservative 
rather than radical, but the better the surgical 
judgment in each individual case the better the 
results in a series of cases. 


In compound fractures into joints, the joint 
cavity should be thoroughly irrigated under pres- 
sure to expel possible foreign bodies. 


Tetanus and perfringens antitoxins should be 
given as a routine measure in all compound 
fractures, always trying a little intradermally 
to measure anaphylaxis. 


For the past several months, we have been 
giving, as a routine, sulfanilamide to all com- 
pound fracture cases on admission. The dosage 
for adults is forty to fifty grains a day for seven 
days. The rationale is, of course, to forestall, 
if possible, beta hemolytic streptococcus infec- 
tion, and also gas gangrene infection. 


A sufficient number of cases has not yet been 
accumulated to draw statistical conclusions, but 
our impression to date is that it is a very worth- 
while prophylactic measure. 


Other complications common to fractures are 
nerve injuries, vessel injuries, and embolism. 
Nerve injuries are best treated by prompt recog- 
nition on admission. Nerve injuries complicate 
fractures of the shaft of the humerus and of 
the elbow; dislocations of the hip, and fractures 
of the head and neck of the fibula. If paralysis 
of a nerve is present on admission, one pre- 
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sumes laceration of the nerve by fracture frag- 
ments, and nerve suture takes precedence in im- 
portance to the treatment of the iracture. If 
paralysis develops during treatment of a fracture, 
treatment of the paralysis comes first even if 
it jeopardizes the reduction of the fracture. 


Occasionally we encounter vascular injuries 
with extensive hemorrhage, the pressure of the 
hematoma great enough to shut off the circula- 
tion to the limb below it. Incision of the skin 
and deep fascia to relieve the tension must be 
done promptly. ‘ 


Fat embolism complicating fractures fre- 
quently occurs, but often is not diagnosed. The 
best treatment is prevention by careful handling 
of the fracture from the beginning. Once this 
condition develops, there is no specific treat- 
ment of proven value. 


Now let us consider the actual management 
of reducing fractures or reducing the displaced 
fragments of a fracture. One cannot discuss 
each particular fracture, but there are certain 
broad principles that may be emphasized. 


There are certain fractures with displacement 
that usually demand an open operative reduc- 
tion: fractures of the patella and of the ole- 
cranon; fracture of the head or neck of the radius, 
unless anatomical reduction by manipulation is 
obtained; fracture of one condyle of the hu- 
merus, femur, or tibia, unless good reduction is 
obtained. Fracture of the shaft of the humerus, 
femur, or tibia that resists all attempts at re- 
duction, promptly carried out, is apt to have 
muscle interposition which calls for open reduc- 
tion. 

As a rule transverse fractures are best reduced 
by manipulation; oblique fractures by traction. 
Manipulation should be skillful rather than 
forceful. When reduced, transverse fractures 
tend to stay reduced. A notable exception is 
transverse fractures of the shaft of the femur. 
All femur shaft fractures should be treated by 
traction unless incomplete or not displaced. 


Oblique fractures, in general, usually must 
be reduced by traction. Reduction by manipula- 
tion is usually unsuccessful because redisplace- 
ment occurs so easily, as the fragments cannot be 
locked.. If one succeeds in reducing an oblique 
fracture by manipulation, the position must be 
checked frequently by x-ray. In oblique frac- 
tures at the junction of the middle and lower 
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third of the humerus and tibia, and at the junc- 
tion of the upper and middle third of the radius, 
accurate reduction, and particularly efficient im- 
mobilization, are necessary to prevent non- 
union, which occurs most often in these regions. 


In reducing fractures by manipulation, mus- 
cular relaxation of the patient is necessary and 
important. There are many types of useful an- 
esthetics for fracture work. General anesthesia 
by inhalation of gas or ether, or by intravenous 
use of a barbiturate, spinal anesthesia, tribro- 
methyl alcohol by rectum, brachial block, and 
local anesthesia, using procaine hydrochloride 
between the fracture fragments. All these meth- 
ods have their own advantages. Use the one 
with which you have had the most experience. 
It is important to have two plane x-rays before 
reducing the displacement in order to understand 
the direction of fragment displacement. In ma- 
nipulating the fragments into position, depend 
on skill and motion in the right direction, rather 
than sheer strength and brute force. If the 
first attempt is unsuccessful, start in from the 
beginning and try again. If again unsuccessful, 
immobilize and take your patient to some one 
with more experience. 


There are several ways of employing traction 
to reduce a fracture. All fractures of the shaft 
of the femur should be put up in traction just as 
promptly as possible. "Whether, in Russell trac- 
tion, skeletal traction or other forms of balanced 
traction does not matter much, so long as there 
is a continuous pull. If the patient has a dry 
skin, adhesive or moleskin traction is efficient. 
If the patient has a moist, oily skin or extensive 
lacerations, skeletal traction is unquestionably 
superior. 


In fractures of the humerus, radius and ulna 
and tibia, which are oblique, temporary trac- 
tion is necessary while the splint or cast is 
being applied. The traction may be supplied 
by assistants or co-workers, or may be ob- 
tained by mechanical means very cheaply. The 
latter, when applicable, is more desirable and 
much more reliable. Sometimes we put oblique 
fractures in traction for a week or two, and then 
immobilize as soon as good alignment is ob- 
tained. 


Effective immobilization of a fracture is just 
as important as a good reduction. All fractures 
which are incomplete or complete without dis- 
placement, should be promptly immobilized, in- 
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cluding the joint above and the joint below. Too 
often we see fractured femurs with a cast ex- 
tending to the groin, or a fractured humerus 
with a cast extending to the axilla. The most 
efficient, comfortable and cheapest apparatus 
for immobilization of a fracture is a properly 
applied plaster cast. 


Commercial metal splints are made for all 
fractures, but the Thomas splint is the only one 
which is in universal favor. In applying plaster 
casts, wrap the limb tightly and uniformly with 
glazed cotton, with extra padding for bony 
prominences, and then lay the plaster bandage 
on the cotton. Do not pull the plaster bandage 
tight, as it makes ridges inside the cast, no 
matter how smooth the exterior. A complaint 
of a burning feeling at a heel or elbow generally 
means a beginning pressure sore, and one should 
not wait for a foul odor of ulceration before in- 
vestigating. 

In fracture-dislocations, which are chiefly seen 
at the elbow, shoulder, ankle and hip, reduc- 
tion of the dislocation is more important than 
reduction of the fracture. Dislocations become 
very difficult to reduce and return to normal 
function, even operatively, if not reduced 
promptly. In this type of injury reduce the dis- 
location and fracture promptly, but if this is 
not practical, be sure to get rid of the disloca- 
tion as soon as possible, and, if necessary, post- 
pone reduction of the fracture. 


In fractures of the elbow there is generally 
marked swelling; as a rule it is a mistake to 
postpone reduction until swelling goes down. 
If prompt reduction is carried out, the swelling 
immediately begins to subside. 


In fractures of the patella and olecranon, we 
believe the more prompt the reduction the sooner 
normal function is regained. We see no reason 
to wait ten days to two weeks before operating. 


The duration of the period of immobilization 
for any fracture in any given age group cannot 
be dogmatically stated. If kept up too long, 
stiffness of the neighboring joints is apt to im- 
pede recovery of function. If not kept up long 
enough, delayed union or union with displacement 
or even nonunion may occur. Fractures that 
are not displaced may be relieved from immo- 
bilization sooner, as the periosteum is not com- 
pletely torn. Generally speaking, it is better to 
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err on the side of leaving them up too long than 
not long enough. 


Remember that while fractures in cancellous 
bone at the ends of a shaft heal more quickly 
than fractures through the shaft, they are not 
ready for heavy duty, such as weight bearing, 
any sooner than fractures through the shaft. 
Callus formed in cancellous bone is compara- 
tively soft and malleable at first. It is im- 
portant to get the joints functioning again as 
soon as the danger of straining the healing frac- 
ture is past. 


The duration of treatment of a fracture is 
until the patient is able to return to his usual 
duties or until no further improvement can be 
expected. Encouragement should be freely 
given, as the shock of sudden and complete dis- 
ability, because of an unnecessary accident, is 
upsetting to say the least. 


The patient should be taught to do his share 
of recovering function rather than to lean on 
the physician, expecting him to complete the 
cure. Massage and active and passive motion 
have proven their value in speeding up conva- 
lescence. Short wave diathermy is useful in de- 
layed union. In fractures near or into joints, 
particularly elbows, it is a mistake roughly to 
force increased motion. Violent manipulation 
to regain function generally does more harm than 
good. 


Success in treatment of fractures varies di- 
rectly with the experience of the physician. In 
those small hospitals where one staff member is 
assigned to the fracture work, the results are 
conspicuously better than where every staff 
member tries his luck at it. As a part of a gen- 
eral practice, fractures are not numerous enough 
to arouse a special interest in their treatment; 
but if all the fracture cases in a community are 
segregated and assigned to one member of the 
hospital staff, both the free cases and the pay 
cases, the results of treatment bear witness to 
the superior management. 


DISCUSSION (Abstract) 


Dr. Cyril E. Clymer, Oklahoma City, Okla—There is 
the possibility of a tendon injury in any lacerated wound 
of the extremities and particularly in the hand and 
forearm. If the laceration involves the hand and fin- 
gers, demand that the patient actively execute all joint 
movements, be on the watch for inability to flex the 
distal phalanx of the fingers, or a flexor digitorum pro- 
fundus injury may be missed. 
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If the laceration is unaccompanied by too much con- 
tusion, the patient is seen within a few hours of injury, 
little contamination exists, and antisepsis and asepsis 
can be practiced, tendon repair should be effected im- 
mediately. 


Tendon suture in the face of a badly lacerated, con- 
taminated wound, in a case seen after the first six 
hours, under conditions in which the strictest asepsis 
cannot be practiced should not be done. 


Especially in the thigh and arm extensive lacerated 
wounds frequently involve the muscle bellies. If 
wound is clean, approximate the muscles with a few 
mattress sutures. Drain these wounds. If the wound 
is jagged, devitalized and contaminated, debride and use 
Dakin’s irrigations. 

Most hematomata will subside with rest and eleva- 
tion. Occasionally vascular and nervous manifestations 
occur, being of rapid onset and progress. Aspiration 
under the strictest sterile precautions may be accom-~ 
plished if the blood is fluid. A pressure bandage is 
best applied after a successful aspiration. In larger 
artery wounds there will be severe pain, swelling, and 
coldness below the injury, and an absence of pulse in 
the periphery. The swelling may pulsate and give 
rise to a bruit. In the presence of such advancing signs, 
operation must be done. Blood vessel suture is diffi- 
cult, and unless all conditions are ideal should not be 
attempted. Ligation is usually the only procedure pos- 
sible and for that reason the patients should be treated 
conservatively if possible. 


Aneurysmal hematomas are late manifestations of 
blood vessel injury. The most common sites in the 
extremities are the femoral in Hunter’s canal, brachial 
in the axilla and the popliteal. Immobilization and 
watchful expectancy give the best results and spon- 
taneous cure is frequent. Operative procedure is beset 
with difficulties and should be attempted only by a 
surgeon trained in that field. 


Once in a while slight trauma to an area subject to 
varicose veins will be the site of a severe hemorrhage. 
Do not use a tourniquet, but apply direct pressure to 
the site with rest and elevation. 


Dr. Guy A. Caldwell, New Orleans, La—The value 
of using splints for transportation of patients with 
fractures has long been recognized. Since it proved 
such a life and limb-saving measure during the World 
War, it is most surprising that we have not followed 
up that lesson by employing such splints generally in 
civil practice. There are many obvious difficulties in 
getting such a program under way, but none of the 
obstacles are insurmountable. We should use our in- 
fluence to assist the Fracture Committee of the Ameri- 
can College of Surgeons and the American Red Cross 
in their plans to make transportation splints available 
on the highways and to teach their use to first aid teams 
wherever possible. 


Numerous reports and accurate statistics have been 
produced from time to time that proved beyond ques- 
tion the value of early and complete reduction of frac- 
tures. In the most skilled hands, good results have been 
realized only when fractures were treated as emergencies 
and not permitted to wait until the next day or the day 
after for final attention. Splinting at the site of in- 
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jury and careful handling of the patients while they 
are being transported to the hospital accomplishes a 
great deal to reduce shock. If, in spite of these meas- 
ures, considerable shock still exists, when the patient 
reaches the hospital treatment of shock must take prece- 
dencz over everything else. In a well-equipped institu- 
tion, however, such treatment can be administered 
promptly and the patient usually rallies in a short time 
to a point where it is safe to make roentgenograms of 
the injured extremities and proceed with reduction by 
the simplest, most direct method possible. 


After reduction, the position of the fragments should 
be determined again by x-ray examination. If reposi- 
tion of the fragments has not been obtained and the 
condition of the patient is still good, manipulation 
should immediately be repeated. If reduction has 
not been accomplished after two or more attempts, or 
if the condition of the patient does not warrant further 
attempts, he should be placed in bed with the part in 
traction until such time as an open reduction may be 
undertaken. 


The best results in fractures will never be obtained 
until all of us realize that we must regard them as 
serious emergencies and not only treat the patients for 
shock and hemorrhage, but stay with them until a 
complete reduction has been obtained in the first few 
hours. 


CALCIUM METABOLISM* 


By Letra E. Anprews, M.D., F.A.C.P. 
Oklahoma City, Oklahoma 


During the last two decades, there has been 
a voluminous accumulation of literature dealing 
with the endocrine glands and their relation to 
body metabolism. 


The parathyroids, long overlooked, and shad- 
owed by the thyroid, although the smallest of 
the chain, have contributed to medicine one 
of its most interesting chapters. Many years of 
research in chemistry, biochemistry and physio- 
logical chemistry resulted in a rather clear un- 
derstanding of the calcium content of the blood 
serum long before the hormone of the para- 
thyroid was discovered, yet even for some years 
afterward the knowledge as recorded was so 
highly technical that a correlation or coopera- 
tion between the laboratory and the clinic was 
delayed. Calcium metabolism, as related to gen- 
eral medicine, was unappreciated and thus un- 
applied. 


Shelling' has divided the history into five 


*Read in General Clinical Session, Southern Medical Associa- 
tion, Thirty-Second Annual Meeting, Oklahoma City, Oklahoma, 
November 15-18, 


1938. 
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epochs: (1) from 1835 to 1880, during which 
time thyroidectomies were done without cogni- 
zance of the existence of parathyroids; (2) from 
1880, when Sandstrom discovered the external 
parathyroids, followed by Gley in 1885, who cor- 
roborated his findings; (3) when Kohn, in 1895, 
described the internal parathyroids; (4) when 
MacCallum and Voightlin, in 1908, discovered 
the relation of the nervous manifestations of 
parathyroidectomy to the levels of the calcium 
in the blood serum; and (5) from 1908 to 1925, 
when J. B. Collip discovered the hormone of the 
gland. Since 1925, our knowledge has been so 
greatly enriched both in physiology and in clin- 
ical application that we have today an alto- 
gether different conception of nutrition and the 
role that it plays in the processes of health and 
disease. 


The parathyroids? are the smallest known 
endocrine glands. They are usually four in 
number, two on each side, situated on, and more 
or less intimately connected with, the posterior 
surface of the thyroid. They are about 6 mm. 
long, 3 to 4 mm. wide, from 2 to 3 mm. thick, 
and each averages from 35-55 mg. in weight. 
They may be found in the usual locations and 
also anywhere in the neighborhood of the thy- 
roid, the thymus, the adjacent esophagus, or 
rarely in the posterior mediastinum as low as 
the areolar tissue about the pericardium.? They 
have been identified in the fourth month of 
fetal life, reaching full size and development at 
puberty, and continuing active to the end of 
old age. The glands are rich in blood supply, 
the vessels ending in minute capillaries which 
are closely related to the delicate ramifications 
of the sympathetic nervous system. Two main 
types of cells are described: the ordinary or 
principal cells, which are rather small, usually 
clear and somewhat granular, and the larger or 
oxyphil cells. These latter represent a stage 
‘in the functional development of the principal 
cell, which is the essential glandular element.? 
It is interesting to note that as age advances 
there is evidence of greater vascularity, and 
there is a growing intimacy between the capil- 
lary network and the cell. Lobulation also oc- 
curs and colloid is present, as are also minute 
amounts of iodine; yet the role of both, altho 
undoubtedly important, is not known.* 


The function of the parathyroids is the secre- 
tion of the parathyroid hormone. The func- 
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tion of the hormone, in the light of our present 
knowledge, is to aid in the metabolism and utili- 
zation of calcium and phosphorus in the blood. 
Calcium is necessary to life of both plants and 
animals. In the form of carbonate and phos- 
phate it constitutes two of the most important 
soil compounds. The carbonic acid of soil water 
converts insoluble limestone and calcium phos- 
phates into soluble acid salts. These are in part 
removed from the soil by the plant; for in the 
germination of seeds and the growth of plants, 
calcium exerts a specific action. 


Different species of plants and different parts 
of the same plant contain different amounts of 
the elements. Seeds, roots and tubers are poorly 
supplied, but the green parts are richly sup- 
plied. Green food is, therefore, the greatest 
source of supply of calcium for all herbivorous 
animals. Man derives calcium from water and 
food. Of the foods, according to Sherman, milk 
and milk products represent the richest source. 
Vegetables, eggs, fruit and meat, in the order 
named, furnish the remaining sources of sup- 
ply.® 

Calcium has many functions: first, the growth 
and maintenance of the bony skeleton, which 
is made up of calcium carbonate 9-13 per cent 
and calcium phosphate 83-90 per cent. In the 
bone the osteoclasts, hypertrophic cells and cer- 
tain periosteal cells secrete an enzyme called 
phosphatase, which is widely distributed in the 
body and is found especially in the mucosa of 
the small intestine, in large quantities in active 
areas of calcification and in fetal and young 
growing bones. 


There is an intimate relationship between cal- 
cium and phosphorus: each requires the other 
in its metabolism, although the quantitative re- 
lationship is not constant. It is phosphatase 
that splits the organic phosphorus compounds, 
liberating inorganic phosphorus compounds. 
Second, calcium has to do with the coagulation 
of blood and of milk. Third, the smooth trans- 
mission of impulses from nerve to muscle across 
the myoneural junction, and through the sy- 
napses between nerve fibers and nerve cell bodies, 
requires the presence of calcium at a normal 
level in the blood serum. Its effects are exer- 


cised upon both skeletal and unstriated muscle, 
and upon both the voluntary and the autonomic 
nervous systems. 
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Calcium is absorbed from the small intestine, 
the degree being governed by the hydrogen ion 
concentration within the intestine, the relative 
proportion of other substances in the diet, and 
vitamin D. It is eliminated chiefly by the large 
intestine, to a less degree by the kidney, and in 
slight amounts by the saliva and bile. Urinary 
excretion varies from 0.1 gram per day on a 
low calcium diet to 0.5 gram per day on a nor- 
mal diet. 


There bas ‘ea a great deal of confusion and 
much difference of opinion regarding the state 
of calcium in the blood. The terms “diffusible” 
and “non-diffusible” proposed by Cameron and 
Moorehouse are perhaps the most satisfactory 
and have been adopted by most writers on the 
subject. The diffusible fraction is that portion 
of blood calcium which is capable of passing 
through the capillary wall and cell membrane. 
The non-diffusible fraction which is bound to 
protein cannot pass through the capillary wall 
and cell membrane. The diffusible fraction is 
of two kinds: ionic or available calcium, and 
the complex fraction. The serum of fasting 
blood is used in all determinations and estima- 
tions of calcium. The accepted normal range 
is 9.5-11 mg. per 100 c. c. of fasting blood se- 
rum. Of the total serum calcium, 4.5-5.5 mg. 
is made up of diffusible calcium, and 4.7-5.7 mg. 
is non-diffusible. This fraction is partly in an 
inorganic state and, according to Cantarow, is 
partly a citrate-like combination with an organic 
substance, the compound being intimately con- 
nected with parathyroid hormone. A portion of 
the diffusible calcium, approximately 2 mg., is 
in the ionic state. Both fractions, although in 
rather unstable equilibrium, may vary inde- 
pendently of each other.® 


It has long been known that the most obvious 
function of calcium in the body is the formation 
of bone; yet we have only in recent years real- 
ized that the role played by the skeleton is not 
only that of a supporting structure, but that 
also of a reservoir for calcium and phosphorus. 
During its growth from fetal life until maturity 
and then throughout maturity, it is the site of 
interesting changes, as bone salts are being con- 
tinuously stored, removed and replaced. Cal- 
cium metabolism is thus an ever-changing proc- 
ess dealing with food intake, its digestion, ab- 
sorption, storage, its mobilization by parathy- 
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roid hormone and finally its utilization and con- 
version into body work. The normal adult re- 
quires 0.7 gram of calcium and 1.3 gram of 
phosphorus to do one day’s work. This requires 
a diet in which there are 1 gram of calcium and 
2 grams of phosphorus each day. There are 
physiologic processes in which the demand by 
the body is greater than the average daily supply 
from the food intake, namely: menstruation, 
pregnancy, multiple pregnancies, or many preg- 
nancies, and lactation. These need but to be 
mentioned without discussion. Those etiologic 
factors, not physiologic processes, which extract 
from the storehouse a greater amount of cal- 
cium than is replaced by food intake, although 
the total intake is normal, are hemorrhage from 
any cause: bleeding ulcers of the gastro-intesti- 
nal tract, bleeding hemorrhoids, bleeding tumors 
of the uterus, and hyperthyroidism. If the sup- 
ply of calcium from the food intake is less than 
minimum, and all the processes of physiology 
are normal, in a variable length of time the 
storehouse becomes depleted and the level of 
calcium in the blood serum falls below its nor- 
mal level, the bony structures then become lack- 
ing in density and the state is called hypocal- 
cemia. When the blood serum calcium falls to 
6 mg. or lower, and the phosphorus level is 
higher than normal, then tetany exists. Exam- 
ples are seen in all errors of diet in which re- 
duction of weight has been undertaken without 
scientific direction, starvation diets for various 
reasons, long-continued alcoholic drinking with- 
out eating, the omission of milk from the diet 
because of allergy, or for other reasons, and 
finally any gastro-intestinal error of digestion 
which alters duodenal function. 


As it is the parathyroid hormone which must 
release or mobilize the calcium from the bone 
into the blood serum, it is evident that any dis- 
ease which affects the gland and its hormone 
will directly affect the circulating blood cal- 
cium. If there is an inflammation of one or 
more of the small glands, or if a tumor develops 
within it, there is thrown into the blood an in- 
crease of hormone and therefore there is an 
accentuation of its action. A greater amount of 
calcium is mobilized from the bone and the 
amount of calcium in the blood is raised to a 
higher level than normal. The kidney takes an 
active part in the process and may be the site of 
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calculi. The bones may become less dense and 
areas showing cysts may develop. Calcium may 
be found in unusual locations, as in muscles, 
cartilages and tendon sheaths. This is known as 
hypercalcemia. 


It is obvious that many degrees of both hypo- 
calcemia and hypercalcemia are encountered in 
the study of calcium metabolism and its appli- 
cation to clinical medicine. 


With this knowledge, the orthopedic surgeon 
better understands the bone picture of a patient 
suffering with osteomalacia; the dentist who 
often sees our patient first, better understands 
the film he makes of the maxillary bone which 
shows marked decalcification in addition to the 
pathology of the teeth and gums. Rickets has a 
new meaning; for adult rickets, as well as the 
rickets of childhood, is recognized as a deficiency 
disease. 


Muscular spasm without neurologic cause 
has a new meaning, whether it be tetany of the 
newborn, simple croup, wry neck, asthma (bron- 
chial spasm), pyloric spasm, or spastic colitis, 
and is a valuable clue in the recognition of this 
interesting type of deficiency disease. 


Fatigue, unrelieved by rest, is an outstanding 
and constant symptom.’ Likewise, the changing 
stature of an adult individual, or the accumula- 
tion of calculi in the kidneys, points to disturb- 
ance in the calcium balance in the blood with 
parathyroid overactivity. Clinical medicine has 
been greatly enriched by the application of what 
is known about calcium metabolism. There is 
much, however, that must be added before the 
complete relationship between parathyroid hor- 
mone and calcium and phosphorus utilization is 
fully understood. 
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EDITORIAL DEPARTMENT 


SOUTHERN MEDICAL ASSOCIATION 
Thirty-Third Annual Meeting 
Memphis, Tennessee. November 21-24, 1939 


TECHNICAL EXHIBITS FOR MEMPHIS 
MEETING 


For a number of years the Association’s man- 
agement has believed that exhibits by commer- 
cial houses permitted to show at its meetings 
have definite educational value for the physician. 
In the past few years in particular, pharmaceu- 
tical houses have expended a tremendous amount 
of money and effort in research, which has fre- 
quently equalled or exceeded that spent in the 
large universities, in the development of a 
particular subject. Modern development of hor- 
mones, beginning with insulin, of dyes for gall- 
bladder studies and other material used in radi- 
ography, purification and synthesis of vitamins, 
large scale production of sera, chemical anti- 
sepsis with the arsenicals and the new sulfanila- 
mide compounds, have received immense aid from 
experimental work of drug manufacturers who 
of course hope ultimately to market a useful 
clinical product. 


In view of the close relationship between the 
scientific and technical exhibits, considerable ef- 
fort has been made to bring the two adjacent to 
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each other at Association meetings for the past 
few years. 

It is believed that the technical or commer- 
cial group will be more appreciated if certain 
rules are observed by the exhibitors: (1) if sell- 
ing is prohibited on the floor; (2) if the indis- 
criminate giving away of samples is discontinued ; 
and (3) if souvenir collecting is eliminated. Phy- 
sicians will feel freer to linger among the tech- 
nical exhibits if attendants make no effort to sell. 
Representatives, often highly trained and skilled 
technical men, will be available to answer ques- 
tions and explain newer developments, but no 
one is to be importuned to buy. Orders may be 
placed with any house at the physician’s own 
volition. These regulations are presented in the 
attempt to abolish high pressure sales tactics that 
have sometimes been employed, or perhaps mere- 
ly the feeling of guilt of the physician who stands 
about a store without buying. 

At the Memphis meeting of the Southern Med- 
ical Association, this theory will be put to a prac- 
tical test by the technical exhibitors in conform- 
ity with a new policy adopted by the Associa- 
tion’s management, in the hope that a larger per- 
centage of attending physicians will take advan- 
tage of the opportunity for detailed study of the 
technical exhibits. 


APPENDICITIS MORTALITY AND THE 
COMMITTEE ON APPENDICAL 
DISEASE 


Mortality rates for infectious diseases have 
fallen rather steadily in the last seventy-five 
years, that is, since the bacteriological epoch. The 
rate for many of the non-bacterial diseases in 
the same period has risen. That for appendicitis, 
for example, has increased rather steadily in the 
last thirty years, despite the fact that the disease 
is not considered difficult from the diagnostic 
or surgical viewpoint. According to an editorial 
in the Journal of the Americal Medical Associa- 
tion, which quotes Reginald Fitz,! of Boston, ap- 
pendicitis “is easily recognized. Its treatment 
on the whole, is satisfactory, yet it continues to 
kill each year an unnecessary number of people.’” 
Concerted action of the American medical pro- 
fession, Fitz says, should relegate it to its proper 
place, “‘a disease easily diagnosed, of no great 


torial. ‘‘Challenge of Appendicitis.’ J.A.M.A., 112: 
2066 ee 20) 1939. Fitz, Reginald: The Challenge of Appendi- 
citis, Ann, Int. Med., 12:1442 (Mar.) 1939. 
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danger and, when recognized early and submitted 
to proper treatment, readily amenable to cure.” 

More than a year and a half ago at the 1937 
meeting of the Southern Medical Association in 
New Orleans, the Section on Surgery appointed 
a committee to provide suitable publicity on ap- 
pendical disease, with the idea of disseminating 
understanding of the correct principles’ of treat- 
ment, to lower the mortality. The committee 
was to ascertain the extent of the problem in 
Southern rural and urban districts, to obtain 
from large and small hospitals throughout the 
South and from all other possible sources, sta- 
tistics on the incidence of the disease, preopera- 
tive symptoms, and treatments employed, and to 
report to the Section. 

The Committee consists of Dr. J. M. T. Fin- 
ney, Jr., of Baltimore, Dr. Isidore Cohn, New 
Orleans, and Dr. Jere Crook, of Jackson, Ten- 
nessee, and its work was endorsed and approved 
by the Council of the Southern Medical Associa- 
tion in Oklahoma City last November. Its aims, 
as defined by the Committee itself, are to “un- 
dertake an educational campaign throughout the 
South as represented by the geographical con- 
fines of the Southern Medical Association.” It 
expects to perfect an organization of physicians 
in each state for study of this problem. These 
are to cooperate in so far as possible with local, 
state and county health officers. 

The Committee will welcome suggestions and 
aid from Southern physicians, and it will need 
their cooperation and support in the develop- 
ment of this important work. 


DEFICIENCY IN HUMAN 
BEINGS 


Four of the many vitamins of the B group 
have now been crystallized and synthesized, and 
‘human deficiency syndromes for each have 
been described. Bi (thiamin) relieves human 
beriberi, a disease of the nerves. Bez (riboflavin) 
relieves a deficiency which shows itself in mus- 
cular weakness and sores at the corners of the 
mouth. Pellagra (nicotinic acid deficiency) is 
identified characteristically by mental symptoms 
and soreness and fiery redness of the tongue 
or oral mucous membrane, with symmetrical 
dermatitis on exposed parts of the skin. All 
three deficiencies are said to be common in the 
South. 


Be is the most recently synthesized of the 
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group of water-soluble vitamins.’ Like nicotinic 
acid, it is a pyridine derivative. Its effect on 
human beings is being investigated. 

Spies, Bean, and Ashe? report clinical studies 
on four persons in whom dramatic improvement 
occurred following the injection of 50 milligrams 
of synthetic vitamin Bs. All patients were un- 
dernourished and had been treated successively 
for pellagra, with nicotinic acid and for beriberi 
with thiamin hydrochloride. They continued to 
eat their usual diet, consisting of cornbread, 
salt fat pork, syrup, dried beans and peas, 
supplemented with nicotinic acid and _thia- 
min hydrochloride, but nervousness, insomnia, 
irritability, abdominal pains, weakness and dif- 
ficulty in walking continued. Within four hours 
following the administration of vitamin Be, all 
four patients volunteered that they experienced 
great relief, and within twenty-four hours the 
above symptoms had disappeared. One of these 
persons who had been unable to walk more than 
a few steps, walked two miles the day following 
vitamin Be therapy. 


These observations suggest that vitamin Be is 
important in human nutrition and they support 
the hypothesis that the deficiency diseases are 
usually multiple in nature. 


SULFANILAMIDE IN THE EYE 


Successful treatment of gonorrheal ophthal- 
mia and of streptococcic infections in this region 
have been reported, and also improvement of 
other ophthalmologic diseases. Bellows and 
Chinn,’ of Northwestern University, have studied 
the distribution of sulfanilamide in dogs’ eyes, 
and thus thrown some light upon the activity of 
the drug in this delicate organ. Sulfanilamide 
was administered by them by mouth and also 
directly into the conjunctival sac, and its level 
studied in the blood and in different parts of the 
eye after varying doses and periods. The authors 
also attempted to increase the concentration in 
the eye by the local use of several other drugs. 

They conclude that sulfanilamide penetrates 
all ocular tissues and fluids within fifteen min- 
utes after it is taken by mouth. It reaches its 
greatest concentration in about six hours, and is 


1. Harris, S. A.; and Folkers, K.: Synthesis of Vitamin Bg, 


Jour. Amer. Chem. Soc., 61:1245, (May) 1939. 
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lished. . 
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more concentrated in the chorioretinal layer 
than in other tissues of the eye. It reaches a 
fairly high concentration in the tears. When the 
drug was placed directly in the eye, it did not 
penetrate the aqueous and vitreous humors. 
However, it entered these tissues readily when 
administered by mouth. 


This experimental confirmation and elucida- 
tion of the antibacterial activity of sulfanilamide 
in the eye is valuable. The sulfanilamide prep- 
arations bid fair to attain as important a place in 
ophthalmologic practice as they have in the 
treatment of genito-urinary infections. 


TWENTY-FIVE YEARS AGO 
FroM JOURNALS OF 1914 


Cure of Gonorrhea.1— “There is no absolute proof that 
a patient once infected with gonorrhea is ever cured. 
There are many tests and we have learned to rely upon 
them, but after all many cases are never cured. The 
infection of people after five or ten years’ interval is 
proof enough of this fact.” 


Plague Control in New Orleans.2—“Enthusiastic meet- 
ings are held at night in the various parks in the city to 
stimulate public interest in sanitation. * * * The rat 
proofing of buildings affords work for more men than 
can be obtained * * * near the headquarters of the 
health officials a nest of infected rats was found * * * 
in a Chinese restaurant. * * * Two hundred thousand 
poisoned baits are laid out each week by the ‘Borgia’ 
squad. * * * A citizen named Sol Weil was fined on 
112 charges, a total of $1,060, for violatiens of health 
ordinances.” 


1. Abernethy, C.. O.: Upon the Prevention of the Complica- 
tions of Gonorrhea. Sou. Med. Jour., 7:420, 1914. 


2. State News. Ibid. p. xxxiv. 


Book Reviews 


The Newer Knowledge of Nutrition. By E. V. Mc- 
Collum, Ph.D., Sc.D.,.LL.D., Professor of Biochemistry, 
School of Hygi:ne and Public Health, The Johns Hop- 
kins University, Elsa Orent-Keiles, Sc.D., Associate in 
Biochemistry, School of Hygiene and Public Health, 
The Johns Hopkins University, and Harry G. Day, 
Sc.D., Associate in Biochemistry, School of Hygiene 
and Public Health, The Johns Hopkins University. 
Fifth Edition. 701 pages, illustrated. New York: 
The Macmillan Company, 1939. Cloth, $4.50. 


The fifth edition of McCollum’s classical work has 
been entirely rewritten, as would be necessary to keep 
pace with the tremendous progress of this subject in 
the last ten years. This is the first edition since 1929. 

The history of the development of modern nutrition 
is reviewed, with its beginnings more than a hundred 
years ago in the work of such men as Magendie, the 
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physiologist, who first attempted to devise experimental 
diets of purified foodstuffs. The modern concept of the 
nutritive requirements of the body is ably portrayed. 
The book confines itself chiefly to discussion of the 
nature and use of specific nutrient materials. Proteins, 
carbohydrates, lipids, and evaluation of each mineral 
element separately, occupy approximately two-fifths of 
the volume. Vitamins individually and _ collectively 
occupy roughly the same space, and general discussion 
of foodstuffs, dietary habits of man in different parts 
of the globe, diet and teeth, diet and longevity, also re- 
ceive interesting discussion. The chapters on the vita- 
mins are beautifully complete. Chemical formulas and 
properties of purified foodstuffs as well as physiologic 
effects of vitamin deficiencies upon animals and humans 
are fully and accurately presented. The development of 
knowledge of pellagra has recently been so rapid as 
perhaps to run ahead of the text. 


Dr. McCollum is one of the world’s great contributors 
to the science of nutrition. The coauthors of the volume 
are also well known in the biochemical field. 

The print of this volume is a little close for rapid 
reading, but as a textbook and reference it will long re- 
main standard. It is free from speculation, and presents 
nothing but sound and established facts throughout. 
The appendix contains forty pages of valuable tables of 
food analyses. 


You Can’t Eat That! A Manual and Recipe Book for 
Those Who Suffer Either Acutely or Mildly (and 
Perhaps Unconsciously) from Food Allergy. By 
Helen Morgan. Foreword by Dr. Walter C. Alvarez, 
of the Mayo Clinic. 330 pages. New York: Har- 
court, Brace & Co., 1939. Cloth $2.50. 

This book reads like a novel and will prove both in- 
teresting and instructive to sufferers from allergy and 
all concerned with their treatment whether physicians 
or laymen. There is a short foreword by Dr. Walter C. 
Alvarez, of the Mayo Clinic. Four chapters are devoted 
to a short discussion of allergy with special emphasis 
on food allergy. Both the author and Dr. Alvarez make 
diagnosis by trial diets sound much simpler than it usu- 
ally proves to be in actual practice. They also rate 
the value of skin tests in food diagnosis far below their 
actual value. 

Seventeen chapters are devoted to recipes. With its 
many suggestions for substitutions and its many inter- 
esting and excellent recipes this part of the book should 
be most helpful to allergics and should prove interest- 
ing to cooks and dietitians in general. From the stand- 
point of allergy, the greatest criticism of this section of 
the book is the use of honey in some recipes and the 
rather free use of condiments. However, she says at 
the beginning that wherever condiments are proscribed 
they can be left out of a recipe without hurting it. 

The third and last section of the book is devoted to 
lists of ingredients of prepared foods. This section is 
excellent as far as it goes, but is necessarily incomplete 
due to refusal of cooperation by many manufacturers 
with their mistaken ideas of the necessity of secrecy in 
regards to the contents of their products. Failure to 
list egg white as an ingredient of some baking powders 
is the most noticeable oversight here. 

The book is a valuable addition to the allergy library 
and will be most helpful to all who are interested in 
allergy diets. 
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Surgical Treatment of Hand and Forearm Infections. 
By A. C. J. Brickel, A.B., M.D., Departments of Anat- 
omy and Surgery, Western Reserve University. 300 
pages, illustrated. St. Louis: The C. V. Mosby Com- 
pany, 1939. Cloth $7.50. 


In a splendidly illustrated volume of 300 pages, 
Brickel has produced a comprehensive treatise on “Sur- 
gical Treatment of Hand and Forearm Infections.” 


The first chapter very properly deals with the anat- 
omy of the hand and forearm. In addition to the clear 
descriptive text, there are fourteen plates, many of 
them in color, illustrating the anatomy of every part 
of the region under discussion. Clinical notes bearing 
on infection in the particular region are added. 

A method of studying the anatomy of the hand 
roentgenologically after the injection of radio-opaque 
material into its spaces is offered as giving much addi- 
tional information to that obtained by dissection. The 
author has found that 65 per cent barium sulfate in 
acacia is the best medium for injection; the technic 
of injecting the hand of the cadaver is described, and 
numerous x-ray pictures of injected hands and forearms 
are shown. 

Attention is directed to the extreme danger of neg- 
lecting the treatment of apparently minor injuries and 
to the very serious effects which may follow infection. 
There are interestinz discussions on anesthesia, incisions 
and physiotherapy. 

The chapter on ‘‘Regional Surgery of the Hand and 
Forearm” takes up, in minutest detail, infections of 
every part of the upper extremity distal to the elbow. 
In addition to infections caused by the usual pyogenic 
organisms, a part of this chapter is devoted to the spe- 
cific infections, anthrax, tetanus and tularemia. 

Human bites, diabetes, peripheral vascular disease, 
medicolegal aspects of hand injuries and industrial com- 
pensation are considered in appropriate chapters. 

A graceful tribute is paid to the memory of the late 
Dr. Kanavel by Dr. T. Wingate Todd in the Foreword. 


The Diagnosis and Treatment of Diseases of the Thy- 
roid. By James H. Means, M.D., Jackson Professor 
of Clinical Medicine, Harvard University, and Chief 
of the Medical Services, Massachusetts General Hos- 
pital, and Edward P. Richardson, M.D., John Homans 
Professor of Surgery, Harvard University, and Chief 
of the West Surgical Service, Massachusetts General 
Hospital. 367 pages, illustrated. New York: Oxford 
University Press, 1939. Cloth $5.00. 

This is a comprehensive treatise based mainly upon 
the work, during the past twenty-three years, of the 
Thyroid Clinic of the Massachusetts General Hospital, 
a joint enterprise of the medical, surgical and roent- 
genological departments. During this period there have 
been treated more than sixteen hundred cases of toxic 
goiter, more than four hundred cases of myxedema, 
and over twenty-two hundred cases of other thyroid 
diseases. 


The work is well arranged in nine chapters, each one 
of which deals with some special feature of thyroid 
disease, and is followed by an extensive bibliography. 

In Chapter 1 is presented an interesting historical 
outline. To William Wharton, an Englishman, is given 
the credit of coining the name “thyroid” in 1656. While 
thyroid disease had attracted attention for many years, 
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the authors note that exophthalmic goiter was not dis- 
covered or recognized until early in the Nineteenth Cen- 
tury. They divide the historic development of our 
knowledge of this type of thyroid disease into three 
periods. In the first period, between 1802 and 1840, 
appeared the publications of Flajini, Parry, Graves and 
Basedow. These investigators established exophthalmic 
goiter as a clinical entity. The second period extended 
from 1864 to 1886, during which time appeared notable 
contributions from Von Grafe, Marie, Charcot and 
Moebius.: The third period begins about 1890 and con- 
tinues to the present time. In 1890, Bettencourt and 
Serrano established “substitution therapy” by trans- 
planting sheep thyroid under the breasts of a patient suf- 
fering from hypothyroidism. In 1891, Moebius ad- 
vanced the thyrotoxic theory. In 1893, Muller discov- 
ered the value of basal metabolic studies, and in 1923 
Plummer reported his investigations in regard to iodine. 

An outline of the history of cretinism and hypothy- 
roidism is also found in this chapter. 

In Chapters 2 and 3 are discussed methods of diag- 
nosis and the evaluation of symptoms accompanying 
thyroid enlargement. 

Prophylactic, medicinal, radiation and surgical meas- 
ures which have been employed in treatment are re- 
viewed. Surgery is discussed in its broader aspects, 
not in technical detail, attention being directed to opera- 
tive risks, anesthesia, postoperative complications and 
particularly to the prevention and treatment of tetany. 
Conclusions in regard to radiation therapy may be 
summed up in the following quotation: “The principal 
piace of radiation, today, in the treatment of goiter is in 
thyroid malignancy.” 

Separate chapters are devoted to full discussions of 
colloid, exophthalmic and adenomatous goiter. Myxedema 
and cretinism are considered in Chapter 8, and the 
closing chapter is devoted to malignancy and inilamma- 
tions. 

The reader will find in this volume a concise and 
comprehensive prezentation of the entire subject of thy- 
roid disease, written in pleasing style and from an au- 
thoritative source. 


Surgical Pathology of the Diseases of the Mouth and 
Jaws. By Arthur E. Hertzler, M.D., Surgeon to 
Agnes Hertzler Memorial Hospital, Halstead, Kansas; 
Professor of Surgery, University of Kansas. 248 pages, 
iliustrated. Philadelphia: J. B. Lippincott Company, 
1939. Cloth, $5.00. 

This is the tenth of a series of monographs and the 
author threatens to make it the last. But if he has 
actually as much fun in writing a book as he seems to 
have, we may hope for further volumes. From first 
to last Dr. Hertzler’s books, whether scientific or 
biographical, have been decidedly individualistic, in- 
formal and chatty. The monographs on regional pathol- 
ogy take the reader figuratively by the hand and lead 
him through a private clinic where he may view the in- 
dividual patient, study various lesions at first hand and 
listen to the running commentary of a teacher long in 
experience and able in observation and who, withal, has. 
a sense of homely wisdom and wit that explodes into 
intimate asides that often clarify with a few words a 
problem obscured by others in paragraphs of formal 
discussion. He is convinced of the “disastrous results of 
trying to teach surgeons too much pathology” and feels 
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that they may have “suffered much from over-classifica- 
tion of diseases.’ To avoid such confusion he aims 
constantly to simplify, to correlate, to emphasize the 
essentials in diagnosis and treatment. If in this effort 
he becomes at times somewhat too didactic or inac- 
curately general, there is always the saving grace that 
he is entertaining and stimulating and that in the main 
he holds to a straight conservatism. 

This volume, like the preceding ones, is rich in photo- 
graphs both gross and microscopic and all are well done. 
The press work and general format of the book are ex- 
cellent, and the whol: appearance is uniform with 
earlier members of the series. It is a valuable handbook 
for the surgeon’s working library. 


Medicine in the Outpatient Department: An Introduc- 
tory Handbook. By Winthrop Wetherbee, Jr., M.D., 
Junior Visiting Physician, Boston City Hospital, with 
a Foreword by George R. Minot, M.D., S.D., F.R.C.P. 
(Edin. and Lond.) F.A.C.P., Professor of Medicine, 
Harvard University; Director, Thorndyke Memorial 
Laboratory; Visiting Physician, Boston City Hospi- 
tal. 111 pages. New York: Paul B. Hoeber, Inc., 
1938. Cloth $1.00. 


This little monograph is written as a handbook for 
the student beginning his outpatient work. It is full 
of useful advice and worthy clinical maxims. The de- 
velopment of a sound method of approach, the cultiva- 
tion of the correct attitude towards the patient, the use 
of drugs, the personal relationship of doctor and pa- 
tient are well brought out. 

Treatment and prognosis are includ<d and the appendix 
contains an excellent outline form for history taking 
and physical examination suitab!e for use in the clinic. 


Parasitology: With Special Reference to Man and Do- 
mesticated Animals. By Robert Hegner, Ph.D., Profes- 
sor of Protozoology, The Johns Hopkins University; 
Francis M. Root, Ph.D, late Associate Professor of 
Medical Entomology, The Johns Hopkins University ; 
Donald L. Augustine, Sc.D., As:istant Professor of 
Helminthology, Harvard University, and Clay G. Huff, 
Sc.D., Associate Professor of Parasitology, University 
of Chicago. 812 pages, illustrated. New York: D. 
Appleton-Century Company, 1938. Cloth, $7.00. 
The present book is a revision and expansion of the 

well known “Animal Parasitology.” Revision has been 

thorough and much new material has been added from 
individual work and from the literature of the nine 
years intervening since first publication. Dr. Hegner’s 
introductory chapters on parasitism are highly interest- 
ing, particularly in his consideration of host-parasite re- 
lationships and specificity. In his section on protozool- 
ogy the senior author sets the general style of the book 
by opening with a useful tabulation that lists the proto- 
zoa not only of man but of the common lower animals 
and by following with a coverage of the protozoan 
forms rather broader in scope than is usual for a text 
intended primarily for the student or practitioner of 
medicine. There is the same broad treatment in the 
section on helminths by Dr. Augustine. The section on 
arthropods has been revised by Dr. Huff, a pupil of the 
late Dr. Root who wrote the original section. Its treat- 
ment of this important class of parasitic forms, espe- 
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cially as they are concerned with the transmission of dis- 
ease, is very complete. The relatively untrained physi- 
cian entomologist will appreciate the key tables of classi- 
fication and the descriptive diagrams that are presented 
for the identification of such forms as the flies, mosqui- 
toes, lice, ticks, and related organisms about whose ac- 
tivities he must occasionally concern himself. 

The book is authoritative and complete. For the 
physician interested not so much in the purely formal 
side of parasitology as in its bearings upon his problems 
there is emphasis on the general applications of the sub- 
ject of epidemiology, clinical diagnosis, and treatment. 


Scarlet Fever. By George F. Dick, M.D., D.Sc., Pro- 
fessor of Medicine, University of Chicago; Attending 
Physician, Billings Memorial Hospital; Editor, De- 
partment of Infectious Diseases, The Year Book of 
General Medicine; and Gladys Henry Dick, M.D., 
DSc. 149 pages, illustrated. Chicago: The Year 
Book Publishers, Inc., 1938. 

In this comprehensive monograph Drs. Dick and Dick 
have submitted the results of their thirty years’ work on 
scarlet fever. Every phase of the subject is taken up 
and described in detail. Approximately half of the 
book is given to the history, etiology, symptoms, pa- 
thology and treatment. And the remainder is devoted 
to the experimental work done by the authors and others 
from which has resulted the modern methods of skin 
testing for susceptibility, injection of toxin for im- 
munity, and treatment by means of antitoxin. Public 
health aspects are stressed with methods of controlling 
outbreaks given in detail. For the clinician the de- 
scription of the symptoms and varieties of scarlet fever 
should make the diagnosis simple. The work is ilius- 
trated with colored plates showing the eruption, the 
blanching test, skin reactions, and so on. This book is 
highly recommended to those physicians interested in 
acute contagious diseases. 


Your Chest Should Be Flat: The Deep Chest Makes 
Better Soil for Tuberculosis. By S. A. Weisman, 
M.D., F.A.C.P., Assistant Professor of Medicine, Uni- 
versity of Minnesota, Minneapolis, Minnesota. 145 
pages, illustrated. Philadelphia: J. B. Lippincott 
Company, 1938. Cloth, $2.00. 

This little book represents the findings of a tremen- 
dous amount of work on the relationship of chest meas- 
urements to disease, particularly tuberculosis. The 
conclusions are based on an unusually comprehensive 
study of the thoracic indices of over 20,000 Minneapolis 
school children with tuberculin studies, racial differ- 
ences, et cetera, in a large number of these children. 

Dr. Weisman says: ‘‘No active case should ever be 
allowed to remain in a home where there are children, 
nor should children be taken to visit relatives and 
friends who have active tuberculosis, nor should they 
play with other children from homes where tuberculosis 
is known to be present.” Why children with tubercu- 
losis free homes should ostracize children whose only 
fault is that there is a case of tuberculosis in their home 
is beyond the reviewer’s understanding. 

This book wil! be of interest only to those interested 
in tuberculosis in children. It presents an excellent 
study of the tuberculosis problem from an unusual angle. 
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Surgical Diseases of the Mouth and Jaws. By Earl 
Calvin Padgett, B.S., M.D., F.A.C.S., Associate Pro- 
fessor of Clinical Surgery, University of Kansas School 
of Medicine, Kansas City, Kansas; Associate Pro- 
fessor of Oral Surgery, Kansas City Western Dental 
College, Kansas City, Missouri. 807 pages, illustrated. 
Philadelphia and London: W. B. Saunders Company, 
1938. Cloth $10.00 net. 

From the viewpoint of the general as well as the oral 
surgeon, Dr. Padgett, of the University of Kansas, and 
of the Kansas City Western Dental College, has, from 
the wealth of material from both surgical and dental 
clinics, produced an excellent treatise. 

The anatomy of the mouth and jaws is carefully 
r:viewed; wounds of the soft parts, fractures of the 
facial bones, special consideration of fractures of the 
lower jaw, the treatment of gingivitis, pyorrhea, carious 
teeth, prosthetic appliances, are fully concidered in sev- 
eral chapters. 

An important section is devoted to inflammations 
and diseases of the face, lips, buccal and pharyngeal 
cavities. The section is quite comprehensive and in it 
are discussed furuncles and carbuncles of the face, peri- 
tonsillar abscesses, strictures of the pharynx and esopha- 
geal diverticula. 

Elsewhere are considered inflammations and diseases 
of the jaw bones, including osteomyelitis, syphilis and 
tuberculosis; also neuralgias involving the face, diseases 
of the salivary glands, paralysis of the facial nerve, 
harelip and cleft palate. Tumors of soft tissues and of 
bones are thoroughly covered and maxillary tumors of 
dental origin are discussed at length. 

The three final chapters are devoted to surgical and 
prosthetic restorations of deformities, and to anesthesia. 

The volume is profusely illustrated and is an in- 
tensely interesting and practical work upon a very im- 
portant subject. 


A Manual of Fractures and Dislocations. By Barbara 
Bartlett Stimson, A.B., M.D., Med. Sc.D., F.A.CS., 
Associate in Surgery in the College of Physicians and 
Surgeons, Columbia University, New York City, New 
York. 214 pages, illustrated. Philadelphia: Lea & 
Febiger, 1939. Cloth $2.75. 


This manual is a very convenient size. The fre- 
quent line drawings are excellent. It will not equip the 
physician adequately and thoroughly to treat fractures, 
esp2cially the complicated type, but it will probably be 
of some advantage as an outline to the student. It 
should be supplemented by more detailed textbooks on 
fractures and dislocations. 


A Textbook of Bacteriology. By Thurman B. Rice, 
A.M., M.D., Professor of Bacteriology and Public 
Health at the Indiana University School of Medicine. 
Second Edition. 563 pages, illustrated. Philadelphia: 
W. B. Saunders Company, 1938. Cloth, $5.00. 
Bacteriology, particularly during recent years, has de- 

veloped more and more of the trappings of an exact 

science, so that its textbooks are longer and spotted with 
passages of difficult reading. The present book is an 
earnest attempt at weeding out from the mass of tech- 
nical detail of the professional bacteriologist such por- 
tions as may be assimilable by the run-of-mine medical 
students and useful to him in its practical application. 
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In accordance with this aim Dr. Rice has outlined the 
essential facts while leaving to the lecturer or to larger 
books the task of filling the gaps that will be at once 
evident to the trained bacteriologist. It becomes then 
an outline aimed only at giving the student a survey of 
the field and stressing such more practical considerations 
as “diagnosis, prognosis, etiology, collection of specimens 
for the laboratory, interpretation of laboratory findings, 
treatment, specific therapy, prophylaxis and sanitary 
control.” Thus the “Etiology of the Common Cold” 
receives as much space as the entire discussion of the 
Friedlander Group of organisms while of the eight pages 
of the chapter on tetanus six are given to clinical con- 
siderations of the disease. As far as concerns the student 
of medicine it may be questioned whether he should 
thus, by inference, be encouraged to neglect technical 
details of the actual laboratory study of bacteria but 
for the practitioner who can delegate his. technical bac- 
teriology to trained workers the book should be most 
valuable for its interpretation of the newer as well as 
the old bacteriology. The final chapters dealing with 
the general subject of immunity present in readable 
form the recent but highly important facts concerning 
bacterial virulence, microscopic dissociation, antigenic 
make-up, and antibody formation and the practical ap- 
plications that have come from pre:ent-day immunology. 
For the practitioner who wishes to keep abreast of 
modern bacteriology, particularly in its practical appli- 
cations to the diagnosis and treatment of infectious 
disease, the work can be highly recommended. 


The Pathology of Diabetes Mellitus. By Shields War- 
ren, M.D., Pathologist to the New England Deacon- 
ess Hospital, The New England Baptist Hospital, The 
Huntington Memorial Hospital, and the Pondville 
State Hospital; Assistant Professor of Pathology in 
the Harvard Medical School, Boston, Massachusetts. 
With a Foreword by Elliott P. Joslin, M.D. Second 
Edition. 246 pages, illustrated. Philadelphia: Lea 
and Febiger, 1938. Cloth, $4.75. 

In a book of 246 pages, Warren presents a very com- 
plete and readable study of the problem of diabetes. It 
is a problem whose solution will require the concerted 
study of internist, surgeon and pathologist and the 
author writes with the interest of each in mind. This 
second edition of the book widens the original field of 
coverage and incorporates new observations and con- 
clusions. An unusual amount of material has been avail- 
able for personal study. It includes tissue from over 
500 autopsies on known diabetics as well as much surgical 
material, while the author’s close association with the 
Joslin Clinic has insured careful study of the living as 
well as of the dead subject. 


The book opens with an outline of the growth of 
knowl:dge concerning the relationship of the pancreas 
to diabetes and a description of the changes found. Then 
the prob'em is thrown into strong relief by an enumer- 
ation of the similar changes that may be found in non- 
diabetics. The situation is summed up in the statement 
that “practically any lesion found in the pancreas of 
diabetic individuals—can be duplicated in the pancreas 
of non-diabetics.” The cellular changes occurring in the 
various organs of diabetics are reviewed and there is an 
interesting chapter on acidosis and coma. 

For the clinician th2re is much of practical value in 
the discussion of the causes and the prophylaxis of 
arteriosclerosis and gangrene, the effect of diabetes on 


2 || 
J 
4 
4 


Vol. 32 No. 6 


the heart, and particularly upon the coronary arteries 
and upon infection. Other chapters with direct clinical 
bearing deal with the diabetic child and the infant of 
the diabetic mother. The possible relationship of the 
other endocrine glands and in particular the pituitary 
are briefly reviewed and a chapter is devoted to the 
various theories as to etiology. 

The book is written primarily from the viewpoint of 
the pathologist, but it will be found of real value to the 
clinician faced with the practical problems of the care 
and treatment of diabetic patients. Paper, press work 
and illustrations are excellent. 


Biographies of Child Development: The Mental Growth 
Careers of Eighty-Four Infants and Children. A Ten- 
Year Study from the Clinic of Child Development at 
Yale University. Part One by Arnold Gesell, Ph.D., 
M.D.; Part Two by Catherine S. Amatruda, M.D., 
Burton M. Castner, Ph.D., and Helen Thompson, 
Ph.D. 328 pages, illustrated. New York: Paul B. 
Hoeber, Inc., 1939. Cloth $3.75. 


In this book, emanating from the Yale Clinic of Child 
Development, the authors have reported the results ob- 
tained in mental growth and development of thirty 
cases reported ten years ago. Each case is taken up 
individually and reviewed on the basis of subsequent 
developmental examination. By comparison of the 
earlier examinations with the later findings, it was 
found that in the majority of the cases the end result 
could be predicted. 

In Part 2 a number of biographies are given of chil- 
dren suffering from various factors influencing the growth 
pattern. Cases of birth injury, mongolism and prema- 
turity are presented. Taken as a whole, the book is in- 
tensely interesting and can be read with profit by those 
interested in child development and psychology. 


Physical Diagnosis. By Richard C. Cabot, M.D., Pro- 
fessor of Clinical Medicine, Emeritus in Harvard Uni- 
versity, Formerly Chief of the West Medical Service 
at the Massachusetts General Hospital, and F. Den- 
nette Adams, M.D., Instructor in Medicine in the 
Harvard Medical School, Courses for Graduates; As- 
sociate Physician at the Massachusetts General Hospi- 
tal. Twelfth Edition. 846 pages, illustrated. Balti- 
more: William Wood & Company Medical Division 
of the Williams & Wilkins Company, 1938. Cloth 
$5.00. 


Although this new edition still represents largely the 
author’s views, it is not all gleaned just from his per- 
sonal experience as in the first edition. The latest edi- 
tion represents a cross section of the views on diagnosis 
held by the staff of the Massachusetts General Hospital. 
The illustrations are intended to show common condi- 
tions. 


A detailed discussion of the history and physical ex- 
amination with forms for each are given. The body as 
a whole, then its various parts are described. There is 
a profound and scholarly discussion of the head, neck, 
upper extremity, breast, thorax, heart and its various 
disorders, including disturbances of cardiac rhythm and 
the electrocardiogram. Diseases of the pericardium, 
trachea and bronchus, lungs, pleura, abdomen, urinary 
tract, anus, rectum, pelvis and the joints are presented 
from the viewpoint of physical diagnosis. The latter 
part of the book deals with the nervous system, neuro- 
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logical history, neurological examination and the mental 
states. 


This is a good reference book, and with its many illus- 
trations offers a wealth of information as to the physi- 
cal diagnosis of disease. Perhaps if it has a fault, it 
consists in insufficient attention to the normal in diag- 
nosis. In discussing stature, the author begins not 
with the normal, but with a discussion of the stature in 
hypopituitarism. 

The book is especially valuable as a bridge between 
the ordinary textbook of physical diagnosis and one of 
internal medicine, or for the student who has learned 
a little about physical diagnosis in the normal. 

This book has long been a favorite and has stood 
the test of time. The new edition will be welcomed. 


Pulmonary Tuberculosis: A Synopsis. By Jacob Segal, 
M.D., Physician-in-Charge of Fordham Hospital Tu- 
berculosis Clinic, New York. Foreword by the Late 
Pol N. Coryllos, M.D., F.A.C.S. 150 pages, illustrated. 
New York: Oxford University Press, 1939. Cloth, 
$2.75. 


This book is an excellent presentation of pulmonary 
tuberculosis from a practical, clinical point of view. 
The word “synopsis” in the title belies the contents 
of the book because the entire subject is clearly pre- 
sented as only a physician with many years’ clinical 
experience with tuberculosis could have covered it. The 
drawings and illustrations well describe the text. 

The essential role of the x-ray in the diagnosis and 
follow-up of these cases of pulmonary tuberculosis is 
stressed. 

The Mantoux method of tuberculin testing with old 
tuberculin is given in detail. However, no mention is 
made of purified protein derivative (P.P.D.). 

The chapter on treatment represents the opinion of 
most phthisiologists. Surgical treatment is given the 
special consideration which it deserves. Pneumothorax, 
the keystone of the modern treatment of tuberculosis, is 
described in detail. 

This little volume is recommended to every physician 
treating tuberculosis. 


Superfluous Hair and Its Removal. By A. F. Niemoel- 
ler, A.B., M.A., B.S., author of Feminine Hygiene in 
Marriage, Etc, with a foreword by M. H. Marton, 
M.D. 155 pages. New York: Harvest House, 1938. 
Cloth, $2.00. 

This is probably the only book that has been written 
exclusively on the treatment of hypertrichosis. It suc- 
ceeds in its attempt to present the essentials of the technic 
in removing superfluous hairs by electrolysis, which is 
the only means by which this can be accomplished suc- 
cessfully and permanently ahd without danger. The 
technic given is complete and accurately described in 
detail. 

X-ray for removal of superfluous hair is rightfully 
cnly mentioned and warned against because of its se- 
quelae of atrophy. It seems desirable, if possible, to 
stress its dangers even more. 


The last few chapters are confined to discussion of 
shaving, waxes, pastes and other depilatories. Very 
properly, none of these is recommended. 
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Southern Medical News 


TUBERCULOSIS SEMINAR 


The Buncombe County Medical Society, Asheville, North 
Carolina, will hold its third annual Tuberculosis Seminar the 
week of July 10. The course will consist of one week of in- 
tensive instruction with demonstration of pathological specimens; 
close-up clinical work with patients in history taking symptom- 
atology, methods of physical examination, radiography, laboratory 
analyses and all forms of treatment; including pneumothorax, 
thoracoplasty and orthopedic measures. Study will not be con- 
fined to pulmonary disease but will embrace tuberculosis in all 
its manifestations, i.e., as it involves the larynx, the intestines, 
the genito-urinary tract and from the standpoint of the gynecolo- 
gist, pediatrician and the anethetist. Instead of formal lectures, 
intimate round-table discussions will be held, but most of the 
time will be spent in actual office and hospital procedures. The 
fee will be ten dollars. Dr. Karl Schaffle, Arcade Building, 
Asheville, N. C., is Chairman. 


ALABAMA 


Dr. Tom D. Spies, Associate Professor of Medicine, University 
of Cincinnati College of Medicine, Cincinnati, who is at present 
doing research work at the Hillman Hospital in Birmingham, was 
awarded the John Phillips Memorial Medal by the American 
College of Physicians at its annual meeting in New Orleans in 
March. 

DEATHS 

Dr. George C, Nix, Opp, aged 60, died in January of pneu- 
monia. 

Dr. Alvin Lebrun Nourse, Anniston, aged 54, died January 12 
of pneumonia following fracture of the hip received in a fall. 

Dr. Seaborn Wesley Owens, Ashland, aged 85, died January 4 
of cerebra] hemorrhage. 

Dr. Jefferson Davis Duke, Heflin, aged 77, died February 12 
of hemiplegia. 

Dr. C. B. Jackson, Jasper, aged 76, died April 14 following an 
illness of several weeks. 

Dr. J. N. Norris, Northport, aged 64, died April 17 after a 
long illness. 

Dr. Murray Smith Causey, Birmingham, aged 39, died April 17. 


ARKANSAS 


Dr. H. T. Smith, McGehee, was elected President-Elect of the 
Arkansas State Medical Society at its annual meeting in Hot 
—_— in May. Ft. Smith was chosen as the 1940 meeting 
place. 

Dr. Frank Vinsonhaler, Little Rock, Dean and Professor of 
Medical Ethics, University of Arkansas School of Medicine, has 
announced his resignation effective July 1. He will become Dean 
Emeritus. 

Dr. Oneal L. Atkinson, Hickory Ridge, has been appointed 
Health Officer of Hampton County. 

Dr. Ralph M. Sloan, Jonesboro, has been elected a Director 
of the Jonesboro Chamber of Commerce. 

Dr. Roy James Turner, Fayetteville, has been appointed 
Health Officer of Fayetteville. 

Dr. Albert S. J. Clarke, formerly of Clarendon, has been 
emer as Health Officer in charge of District No. 16 at 

rk. 

Dr. William H. Moncrief, Director of the Army and Navy 
Genera] Hospital, Hot Springs National Park, Arkansas, has been 
appointed Superintendent of the South Carolina Tuberculosis Sana- 
torium, State Park, to succeed Dr. Ernest Cooper, retired. 


DEATHS 
Dr, Lawrence Lloyd Purifoy, El Dorado, aged 56, died January 
7 of injuries received in an automobile accident. 
Dr. Owen G. Blackwell, Pine Bluff, aged 65, died January 6. 


_Dr. James H. West, McCrory, aged 59, died January 29 of heart 
isease. 


DISTRICT OF COLUMBIA 


Dr. Arthur C. Christie, Washington, has recently been ap- 
pointed Consultant to the United States Public Health Service, 
National Cancer Institute, in connection with the work of the 
National Advisory Cancer Council. 

Dr. William H. Hough, Washington, will be in charge of the 
new Department of Syphilology to be established at Garfield 
Hospital to provide facilities for diagnosis, clinic treatment and 
hospitalization. 

Dr. Morton S. Kaufman and on Janice Loeb, both of Wash- 
ington, were married March 3 


DEATHS 


Dr. Nelson Du Val Brecht, Washington, aged 54, died Feb- 
ruary 15, 


FLORIDA 


Dr. J. S. Turberville, Century, was elected President-Elect of 
the Florida State Medical Association at the annual meeting at 
Daytona Beach in May. 

Dr, Grady H. Brantley, Lake Worth, has been elected Mayor 
of that City. 

Dr. Rosa L. Sullivay, Pensacola, served as a Delegate from the 
Woman’s Benefit Association of her city to the state convention 
held 3" Miami in April. 

Dr. N. Joyner, Marianna, has resigned as Health Officer of 
«Fig ‘County and will resume the practice of medicine. 

Dr. W. J. Williams has moved from Seville to DeLand where 
he will be located in the Fountain Building. 


DEATHS 


Dr. Theodore A. Erck, Leesburg, aged 75, died Jaunary 10 of 
carcinoma of the mesentery. 

Dr. Richard George Tietze, Winter Haven, aged 28, died Jan- 
uary 5 of injuries received in a motorcycle accident. 

Dr. William H. Mudge, Port Tampa City, aged 77, died January 
21 of cerebral hemorrhage and hypertension. 

Dr. George W. Patchen, Melbourne, aged 67, died January 8 
of coronary thrombosis. 

Dr. A. P. Albaugh, Tarpon Springs, aged 77, died March 16 of 
cerebral hemorrhage. 

Dr. John F. Binkley, West Palm Beach, aged 51, died March 22. 


GEORGIA 


The Houston-Peach Counties Medical Society has elected ag 
following officers: Dr. J. W. Story, Perry, President; Dr. H. 
Evans, Perry, Vice-President; Dr. R. L. Cater, Perry, Smee: 
Treasurer. 

The Jefferson County Medical Society has elected the follow- 
ing officers: Dr. C. Roy Williams, Wadley, President; Dr. V. L. 
Bryant, Bartow, Vice-President; Dr S. T. R. Revell, Louisville, 
Secretary-Treasurer. 

The Rockdale County Medical Society has elected the follow- 
ing officers: Dr. P. J, Brown, Conyers, President; Dr. s. 
Smith, Conyers, Vice-President; Dr. H. E. Griggs, Conyers, 
Secretary-Treasurer. 

The Gordon County Medical Society has elected the following 
officers: Dr. W. R. Barnett, Calhoun, President; Dr. Z. V. 
Johnston, Calhoun, Secretary-Treasurer. 

The Monroe County Medical Society has elected the follow- 
ing officers: Dr. W. J. Smith, Juliette, President; Dr. G, H. 
Alexander, Forsyth, Secretary-Treasurer. 

The Grady County Medical Society has elected the following 
officers: Dr. A. B. Reynolds, Cairo, President; Dr. J. V. Rogers, 
Cairo, Secretary-Treasurer. 

The Cobb County Medical Society has elected the following 
officers: Dr. Geo. O. Allen, Marietta, President; Dr. Murl M. 
Hagood, Marietta, Vice-President; Dr, Martin Van B. Teem, 
Marietta, Secretary-Treasurer. 

The Spalding County Medical Society has elected the follow- 
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ERE’S a portable x-ray unit that is 

powerful, efficient, and unusually 
compact. It is so light in weight that 
you can easily take it with you on 
your calls. It’s the G-E Model F-3, a 
unit you can rely on for satisfactory, 
dependable x-ray performance within 
its range—in your office or at the 
patient’s bedside—wherever adequate 
roentgenological service is not already 
available. The simplified, refined con- 
trol unit of the F-3 is easy to operate, 
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requires no complicated manipulation; 
and the unit’s full flexibility expedites 
and simplifies positioning with mini- 
mum patient discomfort. 

Think what a valuable assistant this 
fine unit would be! It’s easy to own, 
too. As a matter of fact, its total cost 
is surprisingly low and’ requires an 
initial investment of no more than is 
necessary for an ordinary small x-ray 
unit. 

So that you may decide for yourself 
the worth of the F-3 to you in your 
practice, and its merit as a dependable, 
economic investment, let us arrange an 
interesting working demonstration in 
your office at your convenience. Then 
you can actually use and operate the 
unit just as you would in your daily 
practice; to do this will cost you nothing 
and incur you no obligation. Just sign 
and mail the handy coupon today. 


r 


GENERAL ¢ ELECTRIC 
X-RAY CORPORATION 
2012 JACKSON BLVD., CHICAGO, ILLINOIS 


I am interested in seeing and operating the 


G-E Model F-3 X-Ray Unit in my office. 
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Harvard Medical School 


Courses for Graduates 


ENDOCRINOLOGY AND METABOLISM 
July 31-August 12, inclusive 

By Dr. Fuller Albright and Associates at the 
Massachusetts General Hospital. 

Part I—Inorganic salt metabolism, parathyroid 
disease, metabolic bone disease, metabolic 
aspects of nephrolithiasis, etc. 

Part II—Newer aspects of endocrinology, ex- 
clusive of parathyroid disease, thyroid dis- 
ease and diabetes. 

Fee, $80 for entire course; $40 for either part. 


GENERAL COURSE IN INTERNAL 
MEDICINE 

August and September at the Boston City 
Hospital. 

October at the Peter Bent Brigham Hospital. 

November at the Massachusetts General Hos- 
pital. 

Arranged for practicing physicians who can 
give from one to two months to a comprehen- 
sive review of internal medicine. 

Fee, $150 per month. 

Apply to Assistant Dean, Courses for Graduates 
HARVARD MEDICAL SCHOOL 
Boston, Massachusetts 


The Tulane University 


of Louisiana 
SCHOOL OF MEDICINE 
The following types of POSTGRADUATE 


instruction in all branches of medicine are 

offered to graduate physicians: 

(a) Courses leading to advanced degrees. 

(b) Fellowship and long courses not lead- 
ing to advanced degrees. 


(Either of the above courses is adaptable 
towards satisfying certain requirements. of 


the various specialty boards.) 
(c) Short intensive courses in special lim- 


ited fields. 
(d) Review courses intended for practic- 
ing physicians. 


(Two six weeks’ courses offered each ses- 
sion. The first begins early January on 
the second mid-February.) 


(e) Extra-mural teaching through the Ex- 


tension Division. 
For detailed information write (stating 
type of course wanted) to 
Director 
Department of Graduate Medical Studies 
1430 Tulane Avenue New Orleans, La. 
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ing officers: Dr. T. G. Smaha, Griffin, President; Dr. H. J. 
Copeland, Griffin, Vice-President; Leslie, Griffin, 
Secretary-Treasurer. 

The Stewart-Webster Counties Medical Society has elected the 
following officers: Dr. J. M. Kenyon, Richland, President; Dr. 
A. R. Sims, Richland, Secretary-Treasurer, 

The Wilcox County Medical Society has elected the follow- 
ing officers: Dr. L. A. Williams, Abbeville, President; Dr. S. R. 
Mitchell, Pineville, Vice-President; BD. Owens, Rochelle, 
Secretary-Treasurer. 

The Rabun County Medical Society has elected the following 
officers: Dr. J. C. Dover, Clayton, President; Dr. J. A. Green, 
Clayton, Secretary-Treasurer. 

The Turner er. Medical Society has elected the following 
officers: Dr. H. M. Belflower, Sycamore, President; Dr. W. L. 
Story, Vice- President; &. Baxter, Ashburn, 
Secretary-Treasurer. 

The Forsyth County Medical Society has elected the ——_ 
officers: Dr. Marcus Mashburn, Cumming, President; Dr, 
T. Brice, Flowery Branch, Vice-President; Dr. W. E. Lipscomb, , 
Cumming, Secretary-Treasurer. 

The Lamar Me ad Medical Society has elected the following 
officers: Dr. D. W. Pritchett, - ea President; Dr. C. H. 


Willis, Barnesville, Vice-President; a. ¥ Taylor, Barnesville, 
Secretary-Treasurer. 

The Ben Hill He Medical Pte has elected the following 
officers: Dr. W. Willis, +. President; Dr. J. E. Smi 
Fitzgerald, Vice Presidents Dr. &. . Osborne, Fitzgerald, Secre- 


tary-Treasurer. 

The Burke County Medical Society has elected the following 
officers: Dr. E. A. Bargeron, Waynesboro, President; Dr. W. C. 
McCarver, Videtta, Vice-President; Dr. Abe J. Davis, Waynes- 
boro, Secretary-Treasurer. 

The —* County Medical Society has elected the following 
officers: Dr. W. P. Smith, Decatur, President; Dr. T. E. Mc- 
Geachy, Decatur, Vice-President; Dr. Lawrence P. Matthews, 
Decatur, Secretary-Treasurer. 

The Dooly County Medical Society has elected the following 
officers: Dr. E. B. Davis, Byromville, President; Dr. M. L. 
Malloy, Vienna, Secretary-Treasurer. 

The Franklin County Medical Society has elected the following 
officers: Dr. Stewart D. Brown, Royston, President; Dr. B. T. 
Smith, Carnesville, Secretary-Treasurer. 

The Stephens County Medical Society has elected the ag 
ing officers: Dr. W. B. Heller, gr ye President; Dr. J. 

Isbell, Toccoa, Vice-President; Dr. C. L. Ayers, Toccoa, hes 
tary-Treasurer. 

The Morgan ee Medical Society has elected the following 
officers: Dr. M. Carter, Madison, President; Dr. J. H. 
Nicholson, Madinza, Vice-President; Dr. W. C. McGeary, Madi- 
son, Secretary-Treasurer. 

The Wayne County Medical Society has elected the following 
officers: Dr. J. A. Leaphart, Jesup, President; Dr. J. L. Tyre, 
Screven, Vice-President; Dr. Guy V. Rice, Jesup, Secretary- 
Treasurer. 

The Chattooga County Medical Society has elected the = 
ing officers: Dr. R. E. Talley, Trion, President; Dr. 
Margaret McLeod, Trion, Vice-President; Dr. Lee H. Battle, ad 
Trion, Secretary-Treasurer. 

The Clarke-Madison-Oconee Counties Medical Society has elect- 
ed the following officers: Dr. W. H. Cabaniss, Athens, President; 
Dr. Geo. W. Kelly, Carlton, Vice-President; Dr. Harry E. 
Talmadge, Athens, Secretary-Treasurer. 

Dr. G, O. Gunter, formerly of Blakely hzs moved to Biloxi, 
Mississipp1. 

Dr. Albert G. LeRoy, Atlanta, has been appointed Commissioner 
of Health of Toombs County. 

Dr. Robert F. Young, Cartersville, has been appointed Com- 
missioner of Health of Bartow County. 

Dr. Garland L. Weidner has been chosen Assistant Health Of- 
ficer of Atlanta. 

Dr. Roland A. Brown, Macon, has been appointed Assistant 
City-County Health Officer of Bibb County. 

Dr. Richard C. Shepard, La Fayette, has resigned as Health 
Commissioner of Catoosa and Walker Counties to engage in private 
practice. 

Dr, Philip H. Nippert, Atlanta and Miss Lucille Garrison of 
Miami, Florida, were married February 8. 

Dr. Dallas Norman Thompson and Mrs. Emmie de L. Ham- 
baugh Robinson, both of Elberton, were married March 18. 


Continued on page 32 


| 
— 
> 
4 
| 
| 
| 
- 
4 
— 
{ 
| 
— 
an 
| 
4 
q 
J 
y 
4 
q 
q 
a 


we 


¥ 


Excerpt from the Medical Literature 


“*,.. The roentgenologic examination competently performed 
takes precedence over all other diagnostic methods applied to 
the colon for the same reasons, namely, that its diagnostic el- 
ements are such that they enable the examiner to reconstruct in 
his mind's eye the gross morphologic features of the lesions he 
exhibits, and to interpret them in terms of pathologic anatomy. 
eee 
‘Carcinoma of the large intestine is manifested roentgenologi- 
cally by signs so consistently distinctive that they are considered 
to be only slightly less pathognomonic than the gross morpho- 
logic picture itself.”.—SurcEryY, 2:413-14, September, 1937. 


The obvious excellence of the 
original radiograph reproduced 
on the reverse side of this page 
| is due, first, to the knowledge of 
| the radiologist; second, to the 
| inherent qualities of Eastman 


Ultra-Speed X-ray Film. 


REFER YOUR PATIENT TO A 
| COMPETENT RADIOLOGIST 


| EASTMAN KODAK COMPANY 
| Medical Division—Rochester, N. Y. 


| (See reverse side of this page) 


: ; | Be sure to visit the Kodak Building at the New York World’s Fair—One Hundred Years 

of Photography ...Cavaleade of Color -.- Kodak in Medicine. Science, Education. 
Photographie experts to assist you. You'll find this a genuinely worth-uwhile exhibit. 


‘ 


| 
| 
| 
| 
| 
| 
| 
| 
j 
| 
j | 


Vol. 32 No.6 


SOUTHERN MEDICAL JOURNAL 


YOU'LL ENJOY LONGER SERVICE FROM THESE 
IMPROVED PATTERSON HI-SPEED SCREENS 


ALL PATTERSON Hi-Speed Intensifying 
Screens are now furnished with an extra- 
durable, semi-lustrous (Matte) surface. It has 
greater wear-resistance ...is easier to clean 
and to keep clean...than the glossy surface 
formerly used. 


A real improvement that adds longer screen 


life to the many other Patterson Hi-Speed 
Screen advantages. 

And remember: you get the same high 
speed, detail, contrast, and uniformity, 
as formerly. 

Ask your dealer for a demonstration. 


THE PATTERSON SCREEN CO., TOWANDA, PA., U.S. A. 


Patterson 


25™ ANNIVERSAR of 


@5 YEARS OF CONCENTRATION ON ONE TASK—THE DEVELOPMENT OF BETTER X-RAY SCREENS 
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DEATHS 

Dr. Charles L. Baskin, Bremen, aged 69, died January 13 of 
uremia and paralysis agitans. 

Dr. John M. C. McAllister, Rochelle, aged 49, died January 
25 of coronary occlusion. 

Dr. Robert Lee Tye, McDonough, aged 73, was drowned Jan- 
uary 8 when his automobile went over a bridge and pinned him 
down in three feet of water. 

Dr. William Gibson Hulme, Danville, aged 49, died January 
7 of angina pectoris. 

Dr. Edward Homer Egbert, St. Simon Island, aged 57, died 
Feburary 27 of coronary thrombosis. 

Dr. William Thomas Asher, Atlanta, aged 67, died February 
7 of cerebral thrombosis and cerebrovascular degeneration. 

Dr. john W. J. Newman, Buchanan, aged 73, died in January 
of heart disease. 


KENTUCKY 


Dr. E. L. Henderson, Louisville, was elected a member of the 
Board of Trustees of the American Medical Association at its an- 
nual meeting in St. Louis in May, succeeding Dr. Allen H. Bunce, 
Atlanta, Georgia, who having served the constitutional limit was 
not eligible to succeed himself. 

The Kentucky State Medical Association will hold its annual 
meeting in Bowling Green, September 11-14. 

The Jewish Hospital medical and surgical staff has recently 
elected the following officers: Dr. Leo Bloch, President; Dr. 
Karl N. Victor, Vice-President; Dr. Margaret Hatfield, Secretary, 
all of Louisville. 

Dr. John B. Floyd, Richmond, has recently been made director 
of the newly created Bureau of Medical Service. 

_The Henry County Medical Society was recently reorganized 
with the following officers: Dr, Walter W. Leslie, New Castle, 
President; Dr. Maurice Bell, Jr., Eminence, Vice-President; Dr. 
Owen M. Carroll, New Castle, Secretary. 

Physicians of Carroll, Gallatin and Trimble counties recently 
organized a tri-county medical society at a meeting in Carrollton 
with Dr. J. Samuel Brown, Ghent, President; Dr. Harold Carl 
Boylen, Carrollton, Secretary. 

Dr. Irvin Abell, Louisville, was chosen President-Elect of the 
ag oe Surgical Congress at the annual meeting in Atlanta 

arch, 
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Recently the home of Dr. Ephriam McDowell was formally 
dedicated as a memorial to him and his patient, Mrs. Jane 
Crawford. The dedicatory address was delivered by Dr. Irvin 
Abell, Chairman of the Memorial Committee. The home was 
presented to the State by the Kentucky State Medical Association. 

Dr. W. F. Asbury of Campbellsburg has moved to Carlisle where 
he will continue his practice. 

Dr. J. H. Hester, Louisville, has announced that he is limiting 
his practice to ophthalmology. 


DEATHS 


Dr. Samuel T. Jarvis, Woodbine, aged 51, died in March. 

Dr. E. E. Bickers, Eminence, aged 67, died March 14. 

Dr. Russell Wesley Raynor, Pikeville, aged 52, died January 
20 of pneumonia. 

Dr. William Harvey McLean, Lexington, aged 45, died January 
13 of arteriosclerotic heart disease. 

Dr. William K. Nisbet, Erlington, aged 71, died January 13 of 
carcinoma of the stomach. 

Dr. John Irwin Taylor, Elizabethtown, aged 45, died January 
27 of uremia. 

Dr. William H. Martin, Carlisle, aged 73, died January 27. 


LOUISIANA 


The Vermilion Parish Medical Society has elected the followin 
officers: Dr. J. T. Abshire, Kaplan, President; Dr. Adoip 
Landry, Delcambre, Vice-President; Dr. M. A. Young, Abbeville, 
Secretary-Treasurer. 

The Jackson-Lincoln Bi-Parish Medical Society has elected the 
following officers: Dr. Joe Smith, Dubach, President; Dr. J. B. 
Harris, Ruston, Vice-President; Dr. R. H. Allen, Ruston, Secre- 
tary-Treasurer. 

The Iberville Parish Medical Society has elected the following 
officers: Dr. W. E. Barker, Jr., Plaquemine, President; Dr. F. 
O. Tomeny, White Castle, Vice-President; Dr. E. C. Melton, 
Plaquemine, Secretary-Treasurer. 

The Louisiana State Medical Society, at its annual meeting 
in Alexandria recently, elected the following officers for the com- 
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THE NEW YORK POLYCLINIC 
MEDICAL SCHOOL AND HOSPITAL 


(ORGANIZED 1881) 
(The Pioneer Post-Graduate Medical Institution in America) 


Obstetrics and Gynecology 


A full time course. In Obstetrics: Lectures; pre 
natal clinics; witnessing normal and operative deliv- 
eries; operative obstetrics (manikin). 
Lectures; touch clinics; witnessing ions; 
amination of patients pre-operatively: follow-up in 
wards post-operatively. Obstetrical and Gynecological 
pathology; regional thesia (cad. ).  Attend- 
ance at conferences in Obstetrics and Gynecology. 
Operative Gynecology on the Cadaver. 


UROLOGY 


Surgical Anatomy Cystoscopy and 

Urologic Operations End 

Diagnosis and Office | Dermatology and 
Treatment Syphilology 

Regional Anesthesia Diathermy 

Proctology Pathology 

Neurology 


FOR INFORMATION ADDRESS 
MEDICAL EXECUTIVE OFFICER, 345 West 50th Street, NEW YORK CITY 
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VEGEX-VITAFOOD DRIED BREWERS’ YEAST 


The Whole Vitamin B Complex 
The Whole P-P (Pellagra Preventive) Factor 


A legend tells of a king who, wanting a safe driver to take him over a steep mountain pass where one 
side of the road was unprotected from the deep precipice, sent for his two best drivers, 
— close can you come to the edge of the precipice,” asked the king of one, “and still hold to the 
road?” 
“Sire,” that one replied, ‘I could drive within an inch of the precipice.” 
The other man replied: “Sire, I would stay as far away from it as the other side will let me.” 
king chose this man to drive him through the dangerous moutain pass. 


NO NEED FOR VITAMIN DOUBT 


Neither in normal nutrition nor in medicine is there need for doubt in selecting a diet adequate in 
all the vitamins or in selecting vitamins for reinforcement. 

In reinforcement, standard whole cod liver oil for the full A and D vitamins, fresh orange juice for 
the full C, and VEGEX-VITAFOOD dried brewer’s yeast or an extract separated from the yeast cells, like 
Vegex, for the full and potent vitamin B complex including the full P-P (pellagra-preventive) factor, "fully 
supply the whole of these vitamins, with economy to the patient and the dependable results which the 
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The 


physician expects. 
THE SYNTHETICS 

As yet, none of the synthetic vitamin B concentrates 
do much but give temporary results, away from the whole. 
In some reliable observations, undesirable results have been 
reported. As yet, there is no combination of the concen- 
trates from the synthetic B vitamin parts which make up 
the full B vitamin complex. 

When By, was split off and concentrated it was called 
Vitamin B. But “vitamin B,” in all of the mass of litera- 
ture, from the pioneer tests with animals and man, meant 
the whole, now called the vitamin B complex. It is error 
to now attribute to Bj, as many are doing, that which was 
only gotten with vitamin B, when vitamin B was the whole, 
the full complex. 

PELLAGRA 

We have sent some four million five hundred thousand 
pounds of genuine grain grown dried brewers’ yeast into 
the pellagra sections of the South and at but a small mar- 
gin of profit. It increased some 16% during 1938 over 
1937, notwithstanding the interest in nicotinic acid. 

In our circular written in 1928, there was stated: 

_“Pellagra is caused by a one-sided diet. Let all note 

this. Let no one urge one single product to the exclusion 
of everything Dr. Goldberger and his associates found 
valuable. Human life is too all important to be not 
fully informed. 


VEGEX-VITAFOOD DRIED BREWERS’ YEAST 


The work with nicotinic acid to date shows it is a 
part but not all of the P-P (pellagra preventive) factor. 
Whether with nicotinic acid or without it, physicians can 
depend on Vegex-Vitafood Dried Brewers’ Yeast, or the 
whole extract, Vegex, to be among the most potent known 
sources, not only of the vitamin B complex, but of the 
full P-P (pellagra preventive) factor. 


WEEKS 
4o 12 1 le 18 20 22 24 2 28 


= 468 


A. Growth curve of ten animals on Vegex-Vitafood Red 
Label Dried Brewers’ Yeast in a B complex free diet. 
B and C. Typical growth A curves to arrow and 
to a synthetic “B complex’ product. 

Changed to ate hetic “B ¢ lew’? 4 
Be. Changed to a whole natural B complex product. 
A, goes to your patient, with full discounts to whole- 
saler and retailer, at 6c an ounce. 
B-C, goes to your patient at 60c an ounce. 
The error, undoubtedly an honest one, has been gotten 
into by short time testing where storage in an animal 
coming from a high b g diet missing fac- 
tors, after which the curves “go p team “when the animal 
storage of missing factors ends. 


Samples for clinical or professional use will be sent on request 


VITAMIN FOOD CO., INC. 


122 Hudson Street 
New York, N. Y. 


VEGEX, INC. 


B 
A 2 
60 
Ao 
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C. Grenes Cole, New Orleans, President; Dr. D. 
B. Barber, Alexandria, First Vice-President; Dr. E. L. Zander, 
New Orleans, Second Vice-President; Dr. J. P. Mauboules, 
Rayne, Third Vice-President; Dr. Paul T. Talbot, New Orleans, 
Secretary-Treasurer. 

The Louisiana Obstetrical and Gynecological Society has elected 
the following officers: Dr. Henry B. Alsobrook, New Orleans, 
President; Dr. P. J. Carter, New Orleans, Vice-President; Dr. 
Earl C. Smith, New Orleans, Secretary-Treasurer, 

The Louisiana State Pediatrics Society has elected the follow- 
ing officers: Dr. Philip C. De Verges, New Orleans, President; 
Dr. Ralph Talbot, Monroe, Vice-President; Dr. William C. Riven- 
bark, New Orleans, Secretary-Treasurer. 

The new nurses home of Charity Hospital will be completed 
about June 30. 

The New Orleans Graduate Medical Assembly has elected the 
following officers: Dr. Emmert L. Irwin, President; Dr. Edgar 
Burns, First Vice-President; Dr. Walter E. Levy, Second Vice- 
President; Dr. H. Vernon Sims, Third Vice-President; Dr. Francis 
E, LeJeune, Treasurer; Dr. M. M. Hattaway, Secretary, all of 
New Orleans. 


ing year: Dr, 


Dr. William Henry Robin, New Orleans, aged 69, died February 
9 of heart disease. 


MARYLAND 


Dr. Dean D. Lewis, Professor of Surgery at Johns Hopkins Uni- 
versity School of Medicine, Baltimore, has resigned because of ill 
health, and will become Professor Emeritus. 


June 1939 


Dr. Charles H. A. Meyer, Baltimore, aged 78, died January 
1 of heart disease. 


MISSISSIPPI 


Dr. William H, Anderson, Booneville, was elected President of 
the Mississippi State Medical Association at its annual meeting 
in Gulfport in May. 

Dr. Daniel J. Williams, Gulfport, who has been Health Officer 
of Harrison County for twenty-five years was recently honored at 
a dinner. 

Dr. William W. Reynolds, Meridian, has been appointed Super- 
intendent of the Matty Hersee Hospital succeeding Dr. George 
Lamar Arrington. 

Dr. A. M. McCarthy, Electric Mills, has recently been chosen 
President of the Southeastern Hospital Conference at its meeting 
in Florida. 

J. A. Sproles, Jr., formerly of Jackson, 
of y Amite County Health Department. 

Dr. John Wilson Evans, Jr., is Director of the DeSoto County 
Health Department. 


is the new Director 


Dr, George W. Clayton, Laurel, aged 57, died January 13 of 
angina pectoris. 
Dr. Charles P. — 
28 of pneumonia. 


Sweatman, aged 81, died January 


{ISSOURI 


Dr. Alphonse sai St. Louis, was elected Vice-President 
of the American Medical Association at its annual meeting in 
St. Louis in May. 

a. 5, Archer O'Reilly, St. Louis, has been re-elected President 


DratHs of the Missouri Society for Crippled Children at the annual meet- 
Dr. Allen Deming Lazenby, Baltimore, aged 45, died April 18 ing in St. Louis in April. 
of cardiovascular renal disease. Dr. R. B. H. Gradwohl, St. Louis, was recently awarded a 
Dr. Henry H. Imhofe, Baltimore, aged 70, died January 2 of diploma as a member of honor of the Carlos Finlay Cuban Society 
gastric ulcer. of Biology and Tropical Medicine in Havana, Cuba. 
Dr. Frank Joseph Doyle, Baltimore, aged 60, died February 


5 of valvular heart dise2se, Continued on page 36 


THE JEFFERSON MEDICAL COLLEGE of PHILADELPHIA 

THE ONE HUNDRED AND FIFTEENTH ANNUAL SESSION BEGINS SEPTEMBER 20, 1939, 
AND ENDS JUNE 7, 1940. 

FOUNDED 1825. A chartered university since 1838. Graduates 16,447. 


FACILITIES: Modern, well-equipped laboratories; Curtis Clinic; Daniel Baugh Institute of Anatomy; 
Department for Diseases of the Chest; Jefferson Hospital; teaching museums and free libraries; in- 
struction privileges in three other hospitals. 

ADMISSION: A college degree based on four years of college work including certain specified science 
and language courses is required. 


For full information, address The Dean, The Jefferson Medical College, Philadelphia, Pa. 


To Assure Quick Dependable Response 


Discriminating Physicians are Prescribing 
the easily soluble 


DUBIN AMINOPHYLLIN 


American Made from American Materials 
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| 
tNCORPORATED 
= 250 E.43% St. New York. N.Y. 
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S.M.A. FED INFANTS SHOW EXCELLENT NUTRITIONAL RESULTS 


LIKE BREAST MILK .... 


Addition S.M.A. is an and antispasmophilic food—has 


a Vitamin A, B, and D content in each feeding that is constant every month of the year. 


lt is usually unnecessary to feed any vitamin supplements other than orange juice. 


S.M.A. is a food for infants—derived from tuberculin tested forming an antirachitic food. When diluted according to direc- 
cows’ milk, the fat of which is replaced by animal and vege- tions, it is ESSENTIALLY SIMILAR TO HUMAN MILK in per- 
table fats including biologically tested cod liver oil; with the centages of protein, fat, carbohydrate and ash, in chemical 
addition of milk sugar and potossium chloride, altogether constants of the fat and in physical properties. 


SAMPLES FREE TO PHYSICIANS 
(Please use Professional Stotionery) 


CORPORATION 8100 McCORMICK BOULEVARD CHICAGO, 
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LOREN 


with ANOREXIA and 
CONSTIPATION WERE 
GIVEN CEREVIM... 


F these, 27 had no appetite and 40 were 

taking a daily laxative. CEREVIM was 
added to the diets and the laxative discon- 
tinued. Joslin and Helms* reported that in 
every case —— improved and constipa- 
tion was correc 
CEREVIM, the ation infant food, is fa- 
vored by leading pediatricians in malnutri- 
tion and constipation—by obstetricians dur- 
ing pregnancy and lactation—by surgeons 
in pre- and post-operative cases—by gastro- 
enterologists for bland, palatable diets. 


CEREVIM IS: 

..- Accepted by the Council on Foods of the 

...A skillfully blended mixture of natural 
cereals: whole wheat, oat meal, yellow 
corn meal and barley with added skim 
milk powder, wheat germ, malt and 
brewers’ yeast. 

...A pre-cooked cereal food—palatable and 
nutritious. Easy to serve—either hot or 
cold. 

...A “Natural Food”’—contains no added 
synthetic chemicals. 


CEREVIM CONTAINS: 

... Carbohydrate, fat and protein in prefer- 
red ratio. 

... Minerals—calcium and phosphorous in a 
ratio approximating whole milk; also 
iron and copper. 

... Vitamins (particularly viable B com- 
plex). 

A generous trial supply sent upon request together 

with additional literature, promptly. 


Cerevim is Sold Through Drug 

Channels and is Detailed Only 
to Physicians 

*Archives of Pediatrics, 54:533-547, Sept., 1937 


CEREVIM PRODUCTS CORP. 
100 Sixth Avenue New York, N. Y. 
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DEATHS 

Dr. Frederick Leslie Dod, Kansas City, aged 62, died January 
30 of pneumonia. 

Dr. Anna Beauregard Searcy Bourne, Springfield, aged 76, died 
January 14 of coronary thrombosis. 

Dr. John Adam Parker, Kansas City, aged 64, died January 1 
of heart disease. 

Dr. George Ringel, Kansas City, aged 58, died January 3 of 
coronary occiusion and arteriosclerosis. 

Dr. Otto James Schwer, St. Louis, aged 68, died January 9 of 
diabetes mellitus. 

Dr. Charles Mellies, St. Louis, aged 79, died January 31 of 
arteriosclerosis and coronary thrombosis. 

Dr, Cassius M. C, Willcox, Kirksville, aged 68, died January 
24 of carcinoma of the throat. 

Dr. Harry Claucet Payne, Paris, aged 59, died January 12 of 


- —> of the colon with metastases. 


James Bonney Sudduth, Clayton, aged 82, died January 
28 a arteriosclerosis. 
Dr. Frederick F. Zelle, St. Louis, aged 59, died January 19. 
Dr. James William McAdow, DeKalb, aged 55, died January 8 
of teratoma. 
Dr. Philip James Reichmann, Oakwood, aged 61, died January 
11 of diabetes mellitus and gangrene of the left foot. 


NORTH CAROLINA 


The Rockingham County Medical Society has elected the fol- 
lowing officers: Dr. Carl V. Tyner, Leaksville, President; Dr. 
G. P. Dillard, Draper, Vice-President; Dr. Allen Byrd, Leaks- 
ville, Secretary-Treasurer. 

The Lenoir County Medical Society has elected the following 
officers: Dr. Rachel Davis, Kinston, President; Dr. Paul 
ee Kinston, Vice-President; Dr. Henry Temple, Kinston, 

tary. 


Dike University celebrated its centennial April 21-23. 
Edward Humphreys Herring and Mrs. Lucile Sherrod 
Collins, both of Raleigh, were married January 7, 

Dr. Rowland Haldane Walker, Martinsville, and Miss Margaret 
Ward Bullock, Farmville, Virginia, were married on March 18. 
DEATHS 
Dr. Julius Arthur Dosher, Southport, aged 59, died January 10 

of pulmonary tuberculosis. 
Dr. Richard Z. Query, Charlotte, aged 58, died January 7 of 
cerebral hemorrhage and hypertensive cardiovascular disease. 
Dr. Stuart M. Mann, Moyock, aged 64, died January 25 of 
coronary occlusion. 


Continued on page 38 


Classified Advertisements 


RATES for insertion in the Classified Column are as follows: 
$2.00 minimum, which includes the first 50 words; for each word 
in addition to the original 50 words, the charge is 3c. 


WANTED—Dentist to Locate in Good Western Maryland Town 
of 40,000 inhabitants. Splendid field for ethical, indusirious 
man. Gentile. For further information write B.R.C., care 
Southern Medica] Journal. 


HOSPITAL FOR SALE: Twelve-bed hospital, equipped, good 
location in town of approximately 3,000 population. No compe- 
tition within 30 miles. Deceased strgeon had excellent following 
and cooperation from local physicians. Priced to sell. Write 
Box 118, Nashville, Arkansas. 


ASSISTANCE OFFERED TO MEDICAL WRITERS. Research. 
Abstracts. Translations (all languages.) Papers prepared from 
author’s data. Ten years’ experience with leading physicians and 
appointments on_ medical journals of highest standing. I employ 
no assistants; all my work is done personally and is reliable. 
_o Annan Carpenter, 2220 20th Street, N.W., Washington, 
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By careful control of water 
flow the forces of Nature have 
been harnessed for scientific 


irrigation and good drainage. 


Whe balance and good drainage 


The Problem in Constipation Management 
Constipated stools lack water. 


The Solution of Constipation Management 
Mucilose takes up water. 
Therefore Constipated Stool + (Mucilose + Water) = 
good drainage (normal) stool. 


MUCILOSE 


functions by absorbing ingested water and when then mixed 
with the stool, stimulates peristalsis in a physiologic manner by 
distention. 

We invite you to try Mucilose in constipation, colitis, and as 
a non-digestible, bulk-giving agent to supplement restricted 
dietaries. 

Mucilose is a hemicellulose (vegetable gum) prepared by a 
special process from the Plantago loeflingii. You can prescribe it 
in either of the two palatable forms—MUCILOSE GRANULES 
or MUCILOSE FLAKES. 


FREDERICK STEARNS & COMPANY 
DETROIT, MICHIGAN 


NEW YORK + KANSAS CITY + SAN FRANCISCO 
WINDSOR, ONTARIO + SYDNEY, AUSTRALIA 
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Detroit, Michigan 
Please send me a supply of Mucilose for clinical test. 


FREDERICK STEARNS & COMPANY Dept. S.M.6 


= 
‘|MUCTLOS 
MUCILOSE 
~ GAL | 
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Dr. Paul John Love, Greensboro, aged 41, died January 5 of 
chronic myocarditis and coronary occlusion. 

Dr. John Shaw Gibson, Gibson, aged 59, died January 24, of 
coronary occlusion. 

Dr. Charles Daligny, Troy, aged 85, died January 8 of carcinoma 
of the prostate and uremia. 

Dr, Morton Lake Hooper, Goldsboro, aged 81, died January 
22 of chronic myocarditis. : 


OKLAHOMA 


Dr. Henry H. Turner, Oklahoma City, was elected President- 
Elect of the Oklahoma State Medical Association at its annual 
meeting early in May. Dr. Turner was also elected President 
of the American Therapeutic Society at its annual meeting in 
St. Louis the middle of May. 

Dr. H. L. Rains, Okmulgee, has been eppointed County Health 
Superintendent of Okmulgee County. 

Dr. Waldo B. Newell, Jr., Enid, has recently been appointed 
County Health Superintendent of Garfield County. 


DeEaTHS 

Dr. Burtis W. McLean, Jenks, aged 63, died January 23 of 
injuries received in an automobile accident. 

Dr. Benjamin F. Moreland, Shults, aged 69, died January 16 
of Hodgkin’s Disease. 

Dr. Allen Gano Wainright, Tulsa, aged 59, was killed in 
January. 

Dr, Fred S. Brown, Oklahoma City, aged 65, died January 16 
of cerebral hemorrhage. 

Dr. Ross David Long, Oklahoma City, aged 69, died in January 
of cerebral arteriosclerosis. 


SOUTH CAROLINA 


Dr. Paul Rogers Lipscome, Clio, has been awarded a fellowship 
in Orthopedic Surgery at the Mayo Clinic at Rochester, Minne- 
sota. 


DEaTHS 


Dr. Alonzo Wells Connor, Neeses, aged 67, died January 2 of 
diabetes mellitus, cardiac insufficiency and prostatitis. 

Dr. Robert A. Hudson, Islandton, eged 52, died January 21 
of coronary thrombosis. 

Dr. Allard S. Lewis, Green Sea, aged 68, died January 17 of 
coronary thrombosis and hypertension. 

Dr. Durand W. Youngblood, Greenville, aged 81, died January 
9 of coronary occlusion. 

~~, John James Lindsay, Spartanburg, aged 73, died Janu- 


TENNESSEE 


A series of new graduate courses will be held at Vanderbilt 
University School of Medicine, Nashville, under the auspices of 
the Commonwealth Fund of New York. Four courses of one 
month’s duration will be given. medicine and surgery from June 
15 through July 17 and pediatrics and obstetrics from July 17 
through August 17. 

The Tennessee Valley Postgraduate Medical Assembly will hold 
its — meeting this year in Knoxville on June 28, 29 and 30. 

Dr. J. W. Erwin, Blountville, has been appointed Health 
Officer of Sullivan County to succeed Dr. Fred L. Moore, Blount- 
ville, who resigned to join the faculty of Long Island College of 
Medicine, New York. 

Dr. Fray O. Pearson, Livingston, has been appointed Health 
Officer of Hamilton County to succeed Dr. Jesse C. Eldridge, 
Chattanooga, resigned. 

Dr. E. H. Magee, Chattanooga, has moved to Unionville, Mis- 
souri, 

Dr. John B. Nucholls, Jackson, has moved to Atlanta, Georgia. 

Dr. J. M. Parris, Jr.. Covington, has moved to Chicago, Illinois. 

Dr. F. L. Votaw, Kingsport, has moved to Richmond, Virginia. 

Dr. B. H. Warren, Nashville, has moved to Gallatin. 


DEATHS 


Dr. George Gill Mulherin, Brownsville, aged 60, died January 
9 of influenza and pneumonia, 


Continued on page 40 


IMPROVE YOUR RESULTS 


IN CANCER OF THE CERVIX 


| CoNsISTENTLY high percentages of 5-year 
cures in Carcinoma of the Cervix are reported by 
institutions employing the French technique illus- 
trated here. Ametal rubber applicators encase 
the heavy primary screens and provide ideal 
secondary filtration to protect the vaginal mucosa. 
Radium or Radon applicators for the treatment of 
Carcinoma of the Cervix and provided with Ametal 
filtration are available exclusively through us. 
Inquire and order by mail, or preferably by. tele- 
graph or telephone reversing charges. Deliveries 
are made to your office or hospital for use at the 


hour you may specify. 


THE RADIUM EMANATION CORP. 


GRAYBAR BLDG. Tel. MOhowk 4-6455 NEW YORK, N. Y. 
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Recent research on the subject 
of constipation and colitis has 
developed an entirely new and 
physiologic approach to the 
problem—"Smoothage.” 


“Smoothage” is a coined word 
descriptive of the effect which 
Metamucil exerts for the relief 
of the ever-present condition of 
constipation. 


Metamucil contains no laxa- 
tives, cathartics, or mineral oils. 
It is a highly purified extract of 
Plantago Ovata (Forsk), finely 
pulverized and mixed with a 


NEW YORK 


, ulcerative colitis, 


specially prepared milk powder 
for purposes of dispersion. 


INDICATIONS — Spastic and 
atonic constipation, mucous and 
and as an 
adjuvant in peptic ulcer man- 
agement. 


DOSAGE—One to three heap- 
ing teaspoonfuls in liquid daily, 
each dose being followed by 
an additional glass of liquid. 
In ulcer management, frequent, 
small doses, between feedings. 


Supplied in 1 lb., 8 oz. and 
4 oz. containers. 


Dd) Searle 


Ethical Pharmaceuticals Since 1888 


CHICAGO 


KANSAS CITY 


SAN FRANCISCO 


G. D. SEARLE & CO. 


Dr 


4737 Ravenswood Ave., Chicago, Ill. 
Please send me sample and literature on METAMUCIL. 


Dept. S. M. 6 | 
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The Surgeon— 
The Anesthetist— _ 
The Hospital Management— 


Will be pleased with the high purity of ‘PURITAN 
MAID” CYCLOPROPANE, the excellent results obtained 
from its use, and the economies effected in the cost of 
anesthesia. We sincerely urge and invite comparison of 
our product with any other brand. 


A SAFETY FEATURE— 


While Cyclopropane itself is a low-pressure - it is used 
often on gas machines PP d 
The cylinders in which it is marketed, for this and other 
reasons, should be just as strong as the rest of, the system. 
Don’t be misled into the use of cheap light-weight--cylinders 
for this important gas. Consult your insurance engineer 
and be safe. We use as strong cylinders for Cyclopropane 
as for any other gas. 


PURITAN COMPRESSED GAS CORP. 


General Offices, Kansas City, Mo. 
Branches and Distributing Dealers in Most 
Principal Cities 


Cyclopropane Oxygen 
Nitrous Oxid Carbon Dioxid 
Ethylene Helium 


Equipment for the Administration of Helium Gas 
Mixtures: also Apparatus for the Subcutaneous 
Injection of Oxygen. 

Manufacturers and Distributors—Oxygen Tents, Nasal 
Catheter Units, Bedside Inhaling Outfits, Anesthetic 
Gas Machines, Resuscitators and Inhalators, Soda Lime. 
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Dr. Andrew Pleasant Bush, Columbia, aged 57, died January 9 
of myocardial insufficiency. 

Dr. James Johnson Ellis, Knoxville, aged 80, died January 5. 

Dr. John A. P. Shields, Hartford, aged 69, died January 17. 


TEXAS 

Dr. Chase S. Thompson, Tahoka, was recently appointed Health 
Officer of Lynn County. 

Dr. M. A. Cunningham, El] Paso, was recently appointed Su- 
perintendent of the Jefferson County Tuberculosis Hospital. 

Dr. Judson L. Taylor, Houston, was recently named Chief 
fs mange of the Hospital Association of the Southern Pacific 

. J. K. Wood, Odessa, was recently appointed Health Officer 

of County. 

Dr. C. W. Gray, Comanche, was recently made President of 
the Comanche Chamber of Commerce. 

Dr. C. Ray Cockrell, Baird, was recently appointed Health 
Officer of Callahan County. 

Dr. Lee E. Edens was recently made Health Officer of Austin. 

Dr. John M. Hooper, Floydada, formerly of Pampa has been 
appointed Director of Public Health for District No. 1, which 
includes sixty counties in the Panhandle and. Southern’ Plains 
area, 

Dr. Francis T. Isbell, Eastland, has been appointed Health 
Officer of Eastland County. 

Dr. Frank B. Boyle, Big Springs, has been appointed Health 
Officer of Howard County. 

Dr. T. E. Tabb, Waco, was recently appointed Health Officer 
of McLennan County. 

Dr. R. E. Cogswell, Dimmitt, is doing postgraduate work in 
Rochester, Minnesota. 

Dr. Harold M. Williams, Fort Worth, recently returned after 
doing postgraduate work at Vanderbilt University in Nashville. 

Dr, Charles H. McCollum, Sr., Forth Worth, recently resigned 
as Vice-President of the Board of Directors of Trinity University 
at Waxahachie. 

Dr. Chase S. Thompson, Tahoka, and Miss Edith Ince, Spur, 
were married February 18. 


Continued on page 42 


Aiding the Come-back from Diarrhea... 


ces INFANTS whose digestive capac- 
ity and strength have been sapped 
by diarrhea, DRYCO can bring help of 
vital value. 

To rebuild depleted tissues, 
DRYCO modifications provide ample 
protein. 

To safeguard against recurrent 
digestive upsets, they provide a mod- 
erate fat level. 

-To assure tolerance, particularly 
by very young or markedly asthenic 
infants, DRYCO is more readily diges- 
tible. 

Dryco’s readier digestibility per- 
mits a return to the full maintenance 
ration more rapidly than is usually pos- 
sible with commonly used fluid milk 
formulas. 
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In PROLUTON, Schering Corporation offers the physi- 
cian a potent corpus luteum hormone preparation. Pro- 
duced synthetically, PROLUTON is pure crystalline pro- 
gesterone. This material has achieved all of the definitely 
established effects of corpus luteum extracts on the uterus. 


THREATENED AND HABITUAL ABORTION—Kane 
reports his results with Proluton as follows: “In 40 cases of 
repeated spontaneous abortion treated by progesterone and 
thyroid . . . 36 living children were born .. .” (1) 


MENORRHAGIA AND METRORRHAGIA — When 
these disorders are not due to organic changes in the uterus, 
Proluton checks excessive and irregular hemorrhage by con- 
verting the hyperplastic endometrium into the secretory phase 
and thus induces normal menstruation. 


DYSMENORRHEA AND PREMENSTRUAL TENSION 
— Reports reveal that dysmenorrhea, with normal uterine 
development frequently yields to Proluton treatment. The 
unpleasant symptoms associated with premenstrual tension 
usually are relieved by Proluton therapy. 


PROLUTON* is supplied in ampules of sesame oil solution, 
lee. size, 4, 1, 2, and 5 mg. concentrations, boxes of 6 and 50; 
10 mg. strength, boxes of 3. 


FOR ADDITIONAL INFORMATION, PLEASE 
ADDRESS THE MEDICAL RESEARCH DIVISION 
(1) Am. J. Obst. & Gynec., 32:110 (July) 1936. 


ee 
* Reg. U.S. Pat. Off. g \3 Copyright 1989, Schering Corp. 


SCHERING CORPORATION 


BLOOMFIELD, NEW JERSEY 
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HORLICK’S 


for 


Infant Feeding 


WHERE artificial feeding is neces- 
sary, you will find that Horlick’s, 
the Original Malted Milk, offers the 
advantages of soft, low tension curds, 
and easily assimilated carbohydrates. 


Horlick’s provides nutriment extracted 
from wheat and malted barley, enzyme 
hydrolized and then combined with 
full-cream milk from tuberculin-tested 
herds in such a manner as to modify 
the milk. Horlick’s contains calcium 
and phosphorus, and is a good to ex- 
cellent source of vitamins A, B and G. 
Materials are processed in vacuum at 
controlled low temperatures to protect 
the natural vitamins of milk and grain. 


Horlick’s is delicious, easily digested 
and nutritious. Write (on your pro- 
fessional stationery) to Horlick’s Malt- 
ed Milk Corp., Dept. SMJ-6, Racine, 
Wis., for a trial supply. 


HORLICK’S 
the QOniginal fpabted 


NOW AT NEW LOW PRICES 
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Dr. H, T. Jackson and ™ Eugene Mercer, 
Worth, were married March 4. 
Dr. C. B. Carter, Dallas, and Miss Rosine Hughes were married 

March 8. 

Dr. A. I. Folsom, Dallas, and Mrs. Emma Hewett Matthews, 
San Antonio, were married March 26. 

Dr. Lee H. Battle, Timpson, has moved to Trion, Georgia. 

Dr. J. T. Mynum, Jr., Hamlin, has moved to Fort Worth. 

Dr. Gates Collier, Crockett, has moved to Dallas. 

Dr. D. L. Curb, Philadelphia, Pennsylvania, has moved to 
Galveston. 

Dr, R. L. Currie, Lott, has moved to Rosebud. 

Dr. Robert L. Dinwiddie, Del Rio, has moved to Valera. 

Dr. R. F. Herndon, Diboll, has moved to Houston. 

Dr. Walter A. Ostendorf, Austin, has moved to San Antonio. 

Dr. Joe R. Floyd, Dallas, has moved to Waco. 
ein Frank S. Hale, Houston, has moved to Providence, Rhode 
sland. 

Dr. Paul M, Ratten, Iraan, has moved to Dallas. 

Dr. J. C. Rice, Sanger, has moved to Fort Worth. 


DEATHS 
Tenaha, aged 69, died January 15 of 


both of Fort 


Dr. Caleb E. Carter, 
pneumonia. 

Dr. Walter Preston Perkins, Girvin, aged 84, died January 26 
of pneumonia. 

Dr. John W. Burns, Cuero, aged 72, died May 1. 

Dr. Robert Jasper Alexander, Waco, aged 72, died February 
20 of acute hypostatic pneumonia. 

Dr. Calvin S. De Voll, Fort Worth, aged 86, died February 19 
of uremia and cardiorenal disease, 

Dr. Ira J. Bush, El Paso, aged 73, died March 10. 

Dr. Raymon H. Henslee, Winters, aged 41, died March 2 of 
pneumonia. 

Dr. Jefferson Davis Ratliff, Seymour, aged 77, died February 
24 of complications of renal stones. 

Dr. Eli Moores Watts, Texarkana, aged 54, died March 28 of 
heart disease. 

Dr. Lee M. Whitsitt, Fort Worth, aged 77, died April 2 of 
thrombo-angiitis obliterans. 


VIRGINIA 


Dr. Halstead S. Hedges has resigned as professor of diseases of 
the eye at the University of Virginia Department of Medicine, 
Charlottesville, after thirty-four years in that position. 

Dr. Allen Barker, Petersburg, has moved to Roanoke where he 
will continue work in his specialty, roentgenology,. 

Dr. Ernest T. Trice, Richmond, has been reappointed a member 
of the State Prison Board for a term of five years. 

Dr. S. C. Draper, Pulaski, hos moved to Lynchburg. 

Dr. Robert M. Caldwell, Galax, has moved to Mount Airy, 
North Carolina, to take over the practice of Dr. T. H. Worrell, 
who has retired. 

The Virginia Tuberculosis Association has elected th Bagg en. 
officers: Mr. J. Vaughan Gary, Richmond, President; . Frank 
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Tested in 1213 Cases* 


CLEAN, PLEASANT ODOR 
NON-IRRITATING 
RAPIDLY EFFECTIVE 


If you would like to give it a 
test, send 20c to cover hand- § 
ling and we will mail enough 
for one adult treatment. 


* Reprint on request. 
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PERIPHERAL CIRCULATION 


the mustard bath is effecsvel 


Photomicrograph A: Subject S. C. Photo- 
micrograph showing loops of capillaries and 
minute vessels of the skin of the arm before 
the subject's arm was immersed in the mus- 
tard bath. ; 


OW the mustard bath may aid 
in correcting peripheral circu- 
latory disturbances, and achieve de- 
sirably prolonged effects in dilata- 
tion of capillaries, arterioles, and 
venules, is shown in the accompany- 
ing photomicrographs. Even 5% 
hours after 45 minutes’ immersion, 
the dilatation is still evident (Pho- 
tomicrograph B). 

Observed through the capillary 
microscope, the rate of blood flow 
through the vessels was increased 
over that observed in control tests. 

The mustard bath is indicated as 
an aid in correcting disturbances of 
peripheral circulation. As adjunc- 


Colman’s Mustard 


ATLANTIS SALES CORPORATION, ROCHESTER, N. Y. 


Photomicrograph B: Subject S. C. Note in- 
crease in amount of blood in the cutaneous 
blood vessels of the skin of the arm 5 
hours after 45 minutes in bath containing 


6 grams mustard per liter. 


Suggested Proportions 
for the Mustard Bath: 


Half a pound of mustard to ten 
gallons of water . . . or to about 
half the capacity of the average 
tub. As large a body surface as 
possible should be exposed to the 
mustard bath at 35° to 40° C. for 
10 to 20 minutes, for optimum 
effect. 


tive treatment: in reducing fevers, in 
cases of upper respiratory tract in- 
fections, in treating exposure to cold 
or infection, insomnia, nervous and 
muscular fatigue. A copy of recently 
published results of studies regard- 
ing mustard baths will be sent to 
physicians upon request. 
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HORMOTONE “T” 


makes available the therapeutic effect 


of standardized follicular hormones by 
oral administration, combined with the 


well known Hormotone endocrine 
formula. Each tablet contains ovarian 
follicular hormones therapeutically 
equivalent to 200 units (international 
assay). It is Enterosol Coated to pre- 
vent any destructive action of the di- 
gestive processes of the stomach. 


Amenorrhea Menopause 


rregular Menstruation 


Bottles of 40 tablets 


G. W. Carnrick Co. 


20 Mt. Pleasant Ave., 
Newark, New Jersey 
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S. Johns, Richmond, Vice-President; Dr, Roy K. Flannagan, 
Richmond, Secretary. 

Dr. Thomas Edmond Hughes, Richmond, and Miss Mary 
Elizabeth Warren, Delaplane, were married February 23. 

Dr. Marion Kemper Humphries, Jr., pn oy i? Miss 
Zaida Pettit Thomas, Wytheville, were married April 15 


DeEaTHS 

Dr. Margaret Packer Forcee Kuyk, Richmond, aged 78, died 
January 16 of cardiovascular renal disease. 

Dr. Alexander Augustus Sizer, Schuyler, aged 68, died January 
10 of cerebral hemorrhage. 

Dr. Martin Donelson, Danville, aged 56, died February 9. 

Dr. John W. Bowdoin, Eastern Shore, aged 84, died April 5 
after an illness of several months. 

Dr.- John Woolfilk Winston, Norfolk, aged 60, died April 17. 

Dr. Frederick L. Smith, Stanley, aged 60, died March 23. 


WEST VIRGINIA 


Dr. Walter E. Vest, Huntington, President of the Southern 
Medical Association, addressed the Boyd County Medical Society 
in Ashland, Kentucky, recently on proposed legislation relative 
to compulsory health insurance. 

DEATHS 

Dr. Thomas J. Farley, Logan, aged 55, died February 18 from 
peritonitis following an appendectomy. 

r. W. H. Post, Masontown, aged 62, died March 18 of com- 
plications following an operation. 

Dr. John Worth English, McDowell, aged 65, died March 28 
after a long illness. 

Dr. Sfokley David Hays, Flemington, aged 58, was killed April 
21 when the car he was driving was struck by a train. 

Dr. John Tazewell Nolen, Poca, aged 54, died January 13 of 
myocarditis. 

Dr. Thomas L, Nutter, Belle, aged 66, died January 16 of 
myocarditis, 

Dr. H. Orrahood, Big Isaac, aged 90, died January 29 of 
cerebral hemorrhage. 


COT-TAR 


PIX-LITHANTHRACIS 5% 
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The Interlocking Role of 


VI-SYNERAL 


(VITAMINS * MINERALS) 


in Endocrine Therapy 


The vitamin and endocrine systems are interfunctional- 


and improved glandular activity appears to occur with a > 
step-up in vitamin intake. Both the endocrines and vita-: 
mins unite in their influence on mineral metabolism. men 8 . 


Inter-relationships of iodine, the thyroid and vitamin A EG) 
consumption have been noted. Deficiencies of vitamins < V7 SYN. ERAL»> 
or low serum and tissue values for certain minerals pro- ou 

duce atrophy of some glands and hypertrophy of others 
of the endocrine system. 


Recent literature cites clinical experience pointing to the . 
fact that the treatment of glandular disturbance in the yy -syNERAL, the original 
presence of avitaminosis is ineffective unless vitamin- vitamin- mineral concentrate, 


mineral reserves have been restored to the body. of Dr, Casimir Funk oes De 


H. E. Dubin, is supplied in spe- 


cial balanced potencies for va- 

As an Adjuvant in Glandular Therapy 

(and wherever balanced potencies of Vitamins and Min- 2, Adolescents. 3. Expectant 
erals are required) and Nursing Mothers. 


Prescribe Vi-SYNERAL* 


The Only Product Containing the SIX DEFINITELY RECOGNIZED VITAMINS and 
EIGHT ESSENTIAL MINERALS 


Sure, Barnett, Endocrinology, p. 575, Nov. 1938; 
Bates, R. Alexander, Amer. Med., Oct., 1936; 
Kuhnau, Stepp, Schroeder, The Vitamins and Their Clinical Applica- 
tion, 1938, English Trans. 
Moriquand, G., Lyon Med. 160:329 (1987); 
Moinson, L., Jl. de med. de Paris, 57:407 (1937); 
_ Abderhalden, E., Med. Welt., 11:185 (1987) ; 
Grab., W., Munchen med, Wehnschr., 84: 605, 647, 687, 729 (1937) ; 
Dorff, G. B., Jl, Ped. 8:704 (1936) ; 
N. Y. ‘Physician, Sept. 1938. 


“Trade. Mark Registered U.S. Pat. Off. 


5. VITAMIN CORPORATION 


250 East Street  New York, N. Y. 
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AT NO INCREASED COST TO THE PATIENT 


@® MEAD’S BREWERS YEAST TABLETS 


Vitamin B, potency increased from 25 to 50 Interna- 
tional units per gram. Vitamin G (riboflavin) potency 
increased from 42 to 50 Sherman units per gram. Each 
tablet now supplies approximately 20 units each of 
these vitamins, so that dosage may be calculated 
readily in round numbers by the physician. Supplied 
in bottles containing 250 and 1,000 6-grain tablets. 


@ MEAD’S BREWERS YEAST POWDER 
is also thus increased in potency per gram. In addition, 


it is now improved in texture so that it mixes more 
readily with various vehicles the physician may specify 
in infant feeding. Supplied in bottles containing 6 ozs. 


MEAD JOHNSON & COMPANY, Evansville, Indiana, U.S.A. 
Z { bin Li 


RESEARCH, CONSTANT RESEARCH 


In Emergen 


ADRENALING 


A supply of Adrenalin Ampoules—at your office or J 
in your bag—may be vitally needed in an emer-7 
gency. How about your own supply? Is it adequate? 


Adrenalin is the Parke-Davis brand of Epinephrine, U. S. P. Adren- 
alin Chloride Solution 1:1000, in 1-cc. ampoules, boxes of 12, 25, and 
100, also in l-ounce bottles, is available in drug stores everywhere. 


PARKE, DAVIS & COMPANY .- Detroit 


The World’s Largest Makers of Pharmaceutical and Biological Products 
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